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ABSTRACT 
 Research has not extensively examined the contextual mechanisms by which 
Intimate Partner Violence (IPV) and child abuse lead to chronic pain. Post-traumatic 
Stress Disorder (PTSD) and depressive symptoms overlap, yet, it is not clear whether 
they function in unique ways as mediators of the relationships of abuse with chronic pain. 
Thus, the purposes of this study were to: a) test a causal model that explains the 
mechanisms by which severity of child abuse and wife abuse affect chronic pain among 
Saudi women, and the mediating role of symptoms of depression and PTSD and 
perceived family support and, b) advance the measurement of IPV and health problems 
associated with it by evaluating the psychometric properties of Arabic versions of the 
Composite Abuse Scale (CAS) and PTSD Checklist—Civilian Version (PCL-C). 
A two-phase study design was used. In Phase one, a pilot study was conducted to 
translate three self-report measures from English to Arabic and to assess their reliability 
in a sample of 30 Arab women. In Phase two, the theoretical model was tested using data 
from 299 Saudi women. The psychometric properties of Arabic versions of both PCL-C 
and CAS were examined. Structural equation modeling was used to test the hypothesized 
model two times using different mental health outcomes. 
Initial support for the reliability and concurrent and construct validity of the PCL-
C and CAS were found. Both theoretical models were found to fit the data. In both 
models, severity of wife abuse and child abuse did not affect chronic pain directly, but 
indirectly, through mental health, although the strength of the path coefficients differed. 
Severity of wife and child abuse were directly associated with greater mental health 
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problems and less perceived family support. Family support partially mediated the 
relationship between abuse and depressive symptoms but not PTSD symptoms.  
The results demonstrate the reliability and validity of the Arabic versions of the 
PCL-C and Arabic CAS. The study substantially contributes to the literature by 
delineating the mediating role of PTSD and depressive symptoms. The findings 
underscore the significance of considering abuse experiences and mental health in 
chronic pain treatment.  
 
Key words: Intimate partner violence, child abuse, Saudi Arabia, depressive symptoms, 
Post-Traumatic Stress Disorder symptoms, chronic pain, and social support. 
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CHAPTER ONE 
OVERVIEW TO THE DISSERTATION 
As required by the School of Nursing, this dissertation has been prepared in 
integrated article format and includes six chapters. In the introductory chapter presented 
here, I set the context and overview for the entire dissertation. The second chapter 
presents a comprehensive review of literature relevant to the study purposes. The third, 
fourth, and fifth chapters focus on study results, with each chapter formatted as a stand-
alone journal article. There is, therefore, some natural repetition across the chapters. The 
sixth chapter provides a general discussion and concluding remarks related to the study 
results as well as their implications for practice, policy, and future research. 
Supplementary information, such as the ethics approvals for the study, the letters of 
information and consents, structured interviews, and safety protocol used to guide 
recruitment and data collection, are found in the Appendices. 
Introduction 
Violence against women is a major social and health problem worldwide (World 
Health Organization, 2013). The most common and detrimental forms of violence faced 
by women are intimate partner violence (IPV) and child abuse (Devries et al., 2013; 
Garcia-Moreno, Heise, Jansen, Ellsberg, & Watts, 2005; World Health Organization, 
2013). Intimate partner violence is defined as a pattern of physical, sexual and/or 
emotional abuse by a current or former intimate partner in the context of coercive control 
(Tjaden & Thoennes, 2000). In the context of a heterosexual, marital relationship, IPV is 
often referred to as wife abuse (Sev’er, 1997). In 2005, the WHO conducted its Multi-
country Study on Violence against Women by male intimate partners by gathering data 
from over 24,000 women from 15 sites in 10 countries to represent varied cultural 
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settings. This study revealed that violence against women is a universal phenomenon that 
exists in all countries with the proportion of women who have experienced IPV in their 
lifetime ranging from 15% to 71% (World Health Organization, 2005). It is also 
estimated that 30% of women worldwide have experienced IPV (García-Moreno, 2013). 
Although no community or socioeconomic, ethnic, or religious group is immune to IPV 
(National Institute for Justice and Centers for Disease Control and Prevention [CDC], 
2001; World Health Organization, 2012), perspectives and attitudes toward IPV vary 
across societies and these variations are reflected in whether IPV is justified, as well as 
how the society perceives abusive partners (Waltermaurer, 2012; World Health 
Organization, 2009).  
In societies with less gender equality (Harvey, Garcia-Moreno, & Butchart, 2007; 
Langhinrichsen-Rohling, 2010) and divorce restrictions (Levinson, 1989), such as those 
found in Saudi Arabia (Zuhur, 2011), women’s risk of experiencing IPV is heightened. In 
addition, the public perception in Saudi Arabia that IPV is a private matter (Ashy, 2004) 
has resulted in lack of attention to violence against women. Reliable data about IPV from 
agencies, such as police, hospitals, or social services in Saudi Arabia are not yet 
available, and national statistics about the prevalence and the impact of IPV are still 
limited. An enduring cultural belief that IPV is a family matter in which outsiders should 
not intervene, along with  fear of “losing face” or facing stigma, have made it difficult for 
women to seek help and for professionals to publicly show an interest in this area (Ashy, 
2004). Therefore, when Saudi women who are experiencing IPV access health care with 
injuries or health problems that are linked to abuse, they are usually treated medically and 
then sent home (Zuhur, 2011). Women are often fearful and ashamed about disclosing 
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their abuse experiences due to cultural beliefs and sanctions. Given cultural norms 
against intimate relationships outside of marriage in Saudi society, the term “wife abuse”, 
rather than intimate partner violence, is most often used in context. In this dissertation, 
both terms (IPV and wife abuse) will be used as appropriate. 
In the past decades, there has been an unprecedented growth in research that has 
documented the widespread effects of IPV on various aspects of women’s lives and 
health (Banks, 2007; Campbell et al., 2002; Dillon, Hussain, Loxton, & Rahman, 2013; 
Golding, 1999; Leserman & Drossman, 2007; Wong & Mellor, 2014). In addition, 
women continue to suffer from health problems in the aftermath of IPV (Adkins & Kamp 
Dush, 2010; Fishman, Bonomi, Anderson, Reid, & Rivara, 2010; Ford-Gilboe et al., 
2009). Thus, IPV explains a significant proportion of the global burden of disease for 
women (Lim et al., 2012) and is considered by some to be a chronic stressor (Anderson & 
Saunders, 2003; Goodman, Smyth, Borges, & Singer, 2009). As a consequence, women 
who have experienced IPV have higher rates of health service utilization than women 
who have not experienced abuse (Campbell, 2002; Plichta, 2004; Ruiz-Perez, Plazaola-
Castano, & Del Rio-Lozano, 2007; Ford-Gilboe, Varcoe, Noh et al., 2015). For example, 
it is estimated that more than 971,000 outpatient physician visits each year in United 
States are directly related to IPV (National Center for Injury Prevention and Control 
[NCIPC], 2003), where the annual cost of health service use among abused women was 
estimated to be 19% higher than for women with a history of IPV that for those without 
such as history (Rivara et al., 2007). Intimate partner violence costs the Canadian 
economy $1.1 billion on annual basis for direct medical care to women (Public Health 
Agency of Canada, 2012) and more than 6 billion when factoring in the costs to a broad 
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range of sectors and to women themselves (Varcoe et al., 2011), with rates of service use 
being 2 to 292 times higher than for women in the general population (Ford-Gilboe et al., 
2015). 
Key health outcomes that have been associated with IPV include Post Traumatic 
Stress Disorder (PTSD), depression, and chronic pain. PTSD is the most prevalent mental 
health consequence of IPV (Jones, Hughes, & Unterstaller, 2001; Nathanson, Shorey, 
Tirone, & Rhatigan, 2012) and it has been associated with women’s risk for lethality 
from IPV (Wilson, Messing, Patchell, & Campbell 2011). PTSD affects 31% to 84.4% of 
women (weighted mean 63.8%) (Golding, 1999). Similarly, IPV puts women at 
significant risk of developing depressive symptoms (Kelly, 2010; Loxton, Schofield, & 
Hussain, 2006; Martinez-Torteya, Bogat, Eye, Levendosky, & Davidson, 2009). The 
weighted mean prevalence for depression among women experiencing IPV is also high 
(50%) (Golding, 1999), with rates varying from 32% to 51.4% across studies (Cascardi et 
al., 1999; Edmond, Bowland, & Yu, 2013; Helfrich, Fujiura, & Rutkowski-Kmitta, 
2008). Chronic pain is a common physical health problem faced by women who have 
experienced IPV, often with substantial disabling effects (Cerulli, Poleshuck, Raimondi, 
Veale, & Chin, 2012; Humphreys et al., 2011; Tiwari, Fong, Chan, & Ho, 2013; Wuest et 
al., 2010). For example, in one study (Wuest et al., 2008), more than one-third of women 
who left an abusive partner were experiencing high disability, moderately or severely 
limiting pain.   
Similarly, child abuse has been consistently linked to tremendous physical and 
mental health problems in adulthood (Kendall-Tackett, 2003; Kendall-Tackett, Marshall, 
& Ness, 2003; Paolucci, Genuis, & Violato, 2001). Child abuse substantially increases 
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the risk of being a victim of IPV (Cold et al., 2001; Thompson et al., 2006; Whitfield, 
Anda, Dube, & Felitti, 2003), and there is some evidence linking experiences of both 
child abuse and IPV in adulthood to greater distress and poorer health than experiences of 
a single forms of abuse, providing support for the position that the effects of abuse are 
cumulative (Campbell, 2002; Kilpatrick, 2004; Richmond, Elliott, Pierce, Aspelmeier, & 
Alexander, 2009) and often long-term. For example, women who have experienced both 
IPV and child abuse are four to seven times more likely to report depression than non-
abused women (Ouellet-Morin, et al., 2015). Yet, women’s health has typically been 
studied primarily as a consequence of recent IPV experiences without sufficiently 
considering the interactive effects of several abuse experiences (Davies et al., 2015). 
Research on the health consequences of IPV remains mainly at a descriptive level. 
In other words, there is lack of extensive research that fully explores the contextual 
mechanisms through which IPV leads to different physical and mental health problems. 
In essence, the relationship between lifetime abuse, including childhood and IPV, and 
health is complex and still poorly understood (Mcnutt, Carlson, Persaud, & Postmus, 
2002). Although PTSD symptoms have been found to mediate the impact of abuse (IPV 
and/or child abuse) on chronic pain (Powers et al., 2014; Tiwari, Fong, Chan, & Ho, 
2013; Wuest et al., 2009), the literature lacks of research that teases out whether 
depressive and PTSD symptoms mediate the relationships between abuse experiences and 
chronic pain in similar or different ways. Since the literature is still inconclusive about 
whether PTSD and depression are two distinct constructs or a single construct (Post, 
Feeny, Zoellner, & Connell, 2016) and comorbidity between PTSD and depression is 
common among women who have experienced IPV (Flory & Yehuda, 2015; O'Campo et 
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al, 2006), there is a need to examine whether PTSD and depression function in unique 
ways as mediators in the context of IPV.  
Moreover, almost all of the research on the health consequences of abuse has been 
carried out in North America and other developed countries. Thus, the results of these 
studies may not be generalizable to women in developing countries. The question of 
whether the health consequences of IPV varies cross-culturally has not been well studied. 
Given that IPV is shaped by the social context in which it occurs, research must be 
conducted in ways that takes these different contexts into account (Jewkes, 2002). 
Saudi Arabia is documented as one of highest “gender gap” countries, ranking 
131 out of 135 countries in terms of the gender inequities (Hausmann, Tyson, Bekhouche 
& Zahidi 2012). In this context, women may experience IPV in unique ways and the 
consequences may also differ. In fact, there is little information about the incidence, 
prevalence, and pattern of wife abuse in Saudi Arabia. In the few studies that have been 
conducted (e.g. Alzahrani, Abaalkhail, Ramadan, 2016; Bohlaiga et al., 2014; Tashkandi 
& Rasheed, 2009), the prevalence of wife abuse (physical, emotional, sexual and/or 
financial) has ranged widely from 12.2% to 57.7%. Wife abuse is still an unrecognized 
cause of chronic mental and physical health problems among Saudi women with only a 
few studies investigate abused women’s health (AboulAzm, Hashem, & Elebiary, 2009; 
Alhabib, 2011; Eldoseri, Tufts, Zhang, & Fish, 2014; Rachana, Suraiya, Hisham, 
Abdulaziz, & Hai, 2002). However, mental health problems, such as PTSD and chronic 
health conditions, such as chronic pain, have not yet been explored among Saudi women 
who have experienced abuse.  
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Importantly, the studies conducted in Saudi Arabia have often used measures of 
IPV and health that have not been adequately evaluated for reliability and validity, 
leading to difficulty interpreting the results. A few researchers (e.g. AboulAzm et al., 
2009; Bohlaiga et al., 2014) have developed measures without explaining the conceptual 
or theoretical basis of the instruments or elaborating on their psychometric properties. 
Other researchers (Rachana et al., 2002) have used single items about experiences of IPV. 
However, the use of single questions that are framed around abuse, rather than actions 
that reflect abuse, are likely to result in under-reporting of IPV, since many women who 
experience abuse do not define themselves as “abused”. Alhabib (2011) translated the 
Composite Abuse Scale (CAS; Hegarty, Bush, & Sheehan, 2005), an established and 
widely used measure of IPV severity, into Arabic and used it in a study of Saudi women 
but did not report its reliability or validity. In addition, there is a lack of research on 
PTSD among Saudi women which could be due to the lack of reliable and valid measures 
of PTSD symptomology available in Arabic. Using methodologically sound research 
instruments is essential to the advancement of knowledge about IPV and health impacts, 
such as PTSD, depression and chronic pain. Thus, there is a pressing need to adapt and 
validate existing self-report measures of IPV and important health outcomes in order to 
accurately understand the issue of IPV among Saudi women and permit meaningful 
cross-cultural comparisons.  
IPV weakens women’s social support (Katerndahl, Burge, Ferrer, Becho, &Wood, 
2013; Montero, Martín-Baena, Escribà-Agüir, Vives-Cases & Ruiz-Pérez, 2015) because 
abusive partners intentionally isolate women (Dobash & Dobash, 1998; Refaeli, Levy, 
Ben-Porat, Dekel, & Itzhaky, 2016); abused women may also distance themselves from 
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their social network due to shame and guilt, feeling stressed and humiliated (LaViolette 
& Barnett, 2013). When women’s social support is reduced by exposure to IPV, mental 
health problems, such as PTSD and depressive symptoms are likely to increase (Chuang, 
Cattoi, Camacho, Dyer, & Weisman, 2012; Ridings et al., 2016; Samuels-Dennis et al., 
2013). Social support has been found to mediate the relationship between IPV and mental 
health (Beeble, Bybee, Sullivan, & Adams, 2009; Glass, Perrin, Campbell, & Soeken, 
2007). Yet, the question of whether social support mediates the relationship between 
abuse experiences (IPV and child abuse) and chronic pain has not been examined. In 
addition, the way in which IPV/wife abuse influences social support among Saudi women 
has not been examined.   
Based on existing literature, there is a need to develop context-specific evidence 
about the mechanisms explaining how IPV and child abuse lead to health problems, such 
as depressive symptoms, PTSD symptoms, and chronic pain, in the Saudi context. In 
addition, research examining whether PTSD and depressive symptoms play similar or 
different roles in mediating the impacts of abuse on chronic pain is needed to gain a 
greater insight into unique and similar features of these two responses to traumatic 
events. Moreover, in order to conduct these types of studies, there is a need to develop 
reliable and valid Arabic self-report measures of IPV and associated health consequences.  
The Present Study 
Purpose 
This study was designed to address key gaps in the literature with respect to 
understanding the health impacts of IPV for women, with a specific focus on Saudi 
women. The purposes of this study were to: a) advance the measurement of IPV and 
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common health problems associated with it by evaluating the psychometric properties of 
both Composite Abuse Scale (CAS) and PTSD Checklist—Civilian Version (PCL-C) 
using versions translated from English into Arabic, and, b) test a theoretical model of the 
mechanisms which explains how both severity of child abuse and IPV/wife abuse affect 
chronic pain among women experiencing IPV, and the mediating role of PTSD and 
depressive symptoms, and perceived social support. 
Theoretical Framework 
The Stress Process Model (SPM) (Pearlin, Menaghan, Lieberman, & Mullan, 
1981), which focuses on the ways in which different aspects of stress are interrelated to 
form a process (Pearlin et al., 1981) was used as a theoretical framework for this study. 
SPM is based on empirical knowledge about the broad array of social and psychological 
conditions that combine over time to produce stress (Pearlin et al., 1981). While the SPM 
model identifies stressors as having an essential role to play in the stress–illness 
trajectory, it also recognizes that certain personal and social resources affect well-being.  
There are three core concepts in the SPM: stressors, stress mediators, and health 
outcomes. Stressors refer to difficult life events or chronic strains that arise from an 
individual’s life and social context and could challenge their ability to adjust and adapt 
(Pearlin, 1995). Stressors can have harmful consequences on cognitions, emotions, 
physiological functioning, and health (Pearlin & Bierman, 2013). Stress mediators are 
resources that are capable of influencing the effects of stressors on health. Mediators are 
linked with both the stressors which shape them and to health outcomes (Pearlin & 
Bierman, 2013). Outcomes in the SPM are framed in terms of health and well-being 
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(Pearlin, 1989; Pearlin et al., 1997) such that they are the observed effects of the stressors 
after the mediating factors have been taken into account (Pearlin, 1989). 
Both child abuse and IPV are considered to be chronic stressors in adult life 
(Anderson & Saunders, 2003; Greenfield, Lee, Friedman, & Springer, 2011). IPV is a 
chronic stressor and not a single life event because it is a pattern of experience within a 
continuing relationship that often endures over time and is rooted in institutionalized 
social roles (Pearlin, 1989). IPV also has salient long-term effects on women’s health and 
lives (Campbell, 2002; WHO, 2013). Similarly, child abuse is an important chronic 
stressor in adulthood given its cumulative nature of experiencing trauma (Turner & 
Butler, 2003) and subsequent health consequences (Kendall-Tackett, Marshall, & Ness, 
2003; Mersky, Topitzes, & Reynolds, 2013). Although abused women may employ 
various resources, the focus in this study is on social support because this variable is 
well-documented as having profound positive health effects, both in general (Lakey & 
Orehek, 2011; O’Donovan & Hughes, 2008) and for women experiencing IPV (Beeble et 
al, 2009; Bosch & Bergen, 2006; Thompson et al., 2000). In the Saudi context, support 
from family may play a particularly powerful role in women’s lives (Harb, 2015). 
Although Pearlin’s model has been used primarily to study mental health outcomes, 
aspects of physical health, such as suppression of the immune system and lower back 
pain, have also been recognized as potential outcomes within this model (Pearlin, 1989, 
1995).  
Based on SPM and the literature review, a theoretical model about the 
relationships among severity of wife abuse and child abuse, mental health problems 
(PTSD and depressive symptoms), perceived family support and chronic pain was 
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developed and tested. Specifically, the severity of wife abuse and child abuse are 
hypothesized to each affect chronic pain directly and indirectly, through their impact on 
mental health (i.e. PTSD and depressive symptoms) and women’s perceived family 
support. 
Method 
To address the purposes of this study, this research was carried out in two phases. 
In Phase one, a pilot study was conducted to translate two standard self-report scales, the 
PTSD Checklist Civilian Version (PCL-C; Weathers, Litz, Huska, & Keane, 1994) and 
Chronic Pain Grade (CPG; Von Korff, Ormel, Keefe & Dworkin, 1992) as well as the 
five item sexual abuse scale from the Childhood Trauma Questionnaire (CTQ; Bernstein 
& Fink, 1998) from English to Arabic, and to assess initial reliability of these translated 
scales. An integrated method for exploring conceptual equivalence within the process of 
translating measures (Sidani, Guruge, Miranda, Ford-Gilboe, & Varcoe, 2010) was used 
to produce a linguistic and cultural translation of these scales. The reliability of the three 
scales (PCL-C, Chronic Pain Grade, and Childhood Trauma Questionnaire) was assessed 
in a convenience sample of 30 adult, Arab women who were recruited from a community 
agency serving newcomers to Canada. Structured Interviews (SI) were used to administer 
translated scales to women and to obtain their feedback on the clarity and appropriateness 
of the questions. Interviews were conducted in a private room in the agency or another 
private location selected by the woman. Ethics approval for the pilot study was obtained 
from the Research Ethics Board at The University of Western Ontario. For each scale, 
internal consistency reliability was assessed using Cronbach’s alpha. Inter-item 
12 
 
 
correlations, item-scale correlations and correlations among subscales and total scores 
were also inspected (Polit & Beck, 2008). 
In Phase two (main study), the theoretical model was tested using data collected 
from a convenience sample of 299 married Saudi women seeking medical care in nine 
primary health care centers in Saudi Arabia. The recruitment took place at eight primary 
healthcare centers are in Dammam, the capital city of Eastern Province, and one primary 
center in the country’s capital city of Riyadh. All participants had experienced wife abuse 
in the past 12 months based on their responses to the Abuse Assessment Screen (AAS) 
(Parker & McFarlane, 1991), which had previously been adapted (Ford-Gilboe et al., 
2009) and was translated into Arabic for this study. Data were collected using structured 
interviews comprised of self-report measures of the study variables and survey questions, 
all of which were administered to women in Arabic. Ethics approval was obtained from 
the Research Ethics Board at Western University and Institutional Review Boards (IRB) 
for both Ministry of Health and King Abdullah International Medical Research Center 
(KAIMRC), Ministry of the National Guard Health Affairs (MNGHA) in Saudi Arabia 
prior to recruitment. Descriptive statistics were computed for each variable. The 
prevalence of wife abuse was assessed by computing the number of women who were 
positive for abuse based on the AAS out of total number of women approached. 
Cronbach’s alpha reliability was estimated for all instruments to determine the internal 
consistency of all measures among Saudi women. Confirmatory Factor Analysis was 
used to assess the factor structure of the Arabic versions of the scales. Structural equation 
modeling (SEM) was used to simultaneously test the theoretical model.  
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Significance  
Adapting, translating, and psychometry testing self-report measures of IPV and 
common health outcomes associated with abuse are key to establishing the reliability and 
validity of these measures (Rathus & Feindler, 2004). Having a valid measure of IPV for 
use in Saudi Arabia will allow for accurate estimation of prevalence rates of IPV, enable 
meaningful comparisons to be made about research results across settings and contexts, 
and has potential to promote the development of rigorous research on IPV within Saudi 
Arabia and among Arabic populations more generally. Establishing the reliability and 
validity of health-related measures is greatly needed as a mean of documenting the health 
consequences of IPV and addressing important gaps in knowledge. For example, PTSD is 
a prevalent mental health outcome of IPV (Golding, 1999), yet PTSD symptoms have not 
been assessed among Arab women experiencing IPV due to the lack of reliable and valid 
PTSD measures (Norris & Aroian, 2008). Research examining the health impacts of IPV 
among Arab populations may lead to insights that could enhance understanding about the 
influence of culture on IPV and its impacts, and ultimately inform context-appropriate 
interventions and health policy.  
Assessing the causal pathways by which IPV and child abuse lead to health 
outcomes could result in a more comprehensive understanding about the ways in which 
mental health problems, and social support, are implicated in women’s experiences of 
chronic pain. For example, the findings of this research could highlight the importance of 
addressing PTSD symptoms and depressive symptoms in order to reduce the likelihood 
of developing chronic pain among women who have experienced IPV. This study could 
also add to the body of research that reinforces the connection of mind and body. 
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Examining differences in how depressive and PTSD symptoms mediate the impacts of 
abuse on chronic pain has potential to contribute to the literature, because the evidence is 
still inconclusive about whether PTSD and depression are two different constructs or a 
single construct (Post, Feeny, Zoellner, & Connell, 2016). Teasing out the differences 
between PTSD and depressive symptoms could provide insights into the question of 
whether PTSD is a distinctive mental health disorder. In addition, the study has the 
potential to produce context-specific knowledge about Saudi women’s health and the 
impacts of abuse experiences that addresses important gaps in the literature. 
In general, studies examining health outcomes associated with IPV tend to focus 
on recent abuse experience (Scott-Storey, 2011), overlooking the long-term consequences 
of child abuse. Thus, the attention given in this study to examining the impacts of child 
abuse in the context of wife abuse could extend the literature by more accurately 
capturing the consequence of both past and recent abuse experiences. This approach is 
congruent with evolving understanding about the fact that women’s abuse experiences 
are often cumulative and the need to consider this when studying women’s health. 
Examining the mechanisms by which child abuse can impact Saudi women health 
extends existing research by providing an evidence within a cultural context of Saudi 
Arabia. It could also advance theories about how Saudi women have responded to child 
abuse in comparison with women in Western societies. 
In terms of healthcare practice, there is evidence that women who have 
experienced abuse visit health care systems, such as primary care settings, frequently to 
seek treatment for the health effects of IPV (Plichta, 2007; Ulrich, Cain, Sugg, Rivara, 
Rubanowice & Thompson, 2003). Thus, health care providers including nurses are in an 
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ideal position to play a significant role in the prevention, detection, treatment, and 
scholarly investigation of this health concern (Campbell & Humphreys, 1993). Since 
nurses need to base their practice on empirical knowledge about the nature of IPV 
experience and its consequences, the current study has the potential to influence nursing 
practice in the area of IPV. Specifically, the results of this study could increase 
understanding about how women’s health is shaped by the social and cultural contexts of 
their lives and reinforce the need for nurses to consider the context in order to effectively 
care for women. The results of this study could also expand Saudi health care providers’ 
knowledge and awareness about wife abuse locally and contribute to a shift in thinking so 
that they begin to see violence as more than an individual woman’s private problem. This 
knowledge might empower the health care providers to advocate for and with abused 
women and respond to them in empathetic and supportive ways. Evidence about the 
prevalence of wife abuse in the primary health care centers in Saudi Arabia could be used 
as a first step toward considering the need to adopt a trauma-informed approach, which is 
based on an understanding of the effects of abuse on people’s lives, health, and 
development (Elliot, Bjelajac, Fallot, Markoff, & Reed, 2005). 
Finally, the knowledge generated from this study has potential to reframe IPV 
within Saudi Arabia as a public health issue that concerns all sectors of society. The 
availability of empirical evidence may also sensitize professionals in various sectors 
along with policy-makers to the social importance of reducing IPV and providing 
supports and services for women who live with violence. Further, the study could begin 
the process of developing effective interventions to address abused women’s mental and 
physical health with giving an attention to role of social support.  
16 
 
 
Organization of the Dissertation 
In chapter One (i.e. this chapter), the background for this study and the 
organization of this dissertation are presented. Chapter Two provides a comprehensive 
review of both empirical and theoretical literature related to intimate partner violence and 
child abuse in Saudi Arabia and the serious health consequences of these two phenomena 
worldwide. The existing literature is reviewed, critiqued, and presented in three sections, 
where the first section offers an overview of Saudi Arabia and the context of child abuse 
and IPV, the second section provides a review relevant to understanding the health 
consequences of child abuse and IPV, and third section summarizes and critiques 
literature about social support in the context of child abuse and IPV. The section on 
health consequences is organized according to key health outcomes experienced by 
women who have experienced abuse: Post Traumatic Stress Disorder (PTSD), 
depression, and chronic pain. A search of CINAHL, Medline, PsycINFO, Proquest, and 
SCOPUS data bases was conducted using the following key words or combinations of 
them: intimate partner violence (IPV), wife abuse, domestic violence, child abuse, 
posttraumatic stress disorder (PTSD), depression, chronic pain, and social support. 
Together, Chapters One and Two provide a backdrop to understand the state of current 
knowledge about intimate partner violence and its consequences, including limitations 
and gaps in the knowledge base. 
Chapters Three to Five are data-based manuscripts in which the study results are 
presented. Chapter Three provides the results of testing the theoretical model which 
hypothesizes that severity of IPV/wife abuse and child abuse affect chronic pain directly 
and, indirectly, through mental health (PTSD and depressive symptoms) and perceived 
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family support. Furthermore, severity of both wife abuse and child abuse affect women’s 
mental health (PTSD and depressive symptoms) directly and indirectly through perceived 
family support.  
Chapter Four focusses on the evaluating the psychometric properties of the PTSD 
Checklist—Civilian Version (PCL-C), a standard self-report scale which was adapted and 
translated to Arabic for this study. The processes of adapting the measure and conducting 
initial pilot testing (Phase 1 of this dissertation) are described, along with the results of 
more in-depth testing with a cohort of 299 women recruited in Phase 2. Results focus on 
reliability assessment, item-analysis, concurrent vailidty, and a confirmatory Factor 
Analysis to test alternative models of the factor structure of PTSD symptoms based on 
the literature.  
Chapter Five is a manuscript that details psychometric testing of the Arabic 
version of the Composite Abuse Scale (CAS), an established measure of IPV severity 
originally developed by Hegarty (2005). The CAS was initially translated from English to 
Arabic by Alhabib (2011) but its psychometric properties and factor structure have not 
been previously assessed. In this paper, the reliability and concurrent validity of the 
Arabic version of the CAS was assessed and the factor structure examined through both 
confirmatory and exploratory factor analysis techniques. 
Finally, Chapter Six is the concluding chapter in which the results of the study as 
a whole are summarized and the implications for nursing practice, education and future 
research are outlined. 
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CHAPTER TWO 
REVIEW OF LITERATURE 
A review of empirical and theoretical literature related to both intimate partner 
violence (IPV) and child abuse and their health consequences is presented here. The role 
of social support in mediating the relationship between both IPV and child abuse and 
women’s health is also reviewed. A search of CINAHL, Medline, PsycINFO, Proquest, 
and SCOPUS data bases was conducted using the following key words or combinations 
of keywords: intimate partner violence (IPV), wife abuse, domestic violence, child abuse, 
posttraumatic stress disorder (PTSD), depression, chronic pain, and social support. The 
search was augmented by reviewing selected bibliographies with a focus on combinations 
of the keywords. In addition, the grey literature was reviewed to provide some contextual 
information about Saudi Arabia and its population. Publications were included if they 
were essential for understanding the concepts included in this review. Given that most 
IPV is carried out on women (Caldwell, Swan, & Woodbrown, 2012; Counts, Brown, & 
Campbell, 1992), this review focuses on IPV against women. In addition, throughout the 
literature review, wife abuse is used synonymously with IPV in the context of Saudi 
culture, because intimate relationships are neither appropriate in Arabic culture nor from 
an Islamic perspective outside of marriage. In addition, “abuse experiences” is used to 
encompass both child abuse and IPV.  
This literature review is organized into 3 main sections. The first section provides 
an overview of Saudi Arabia. I describe the economic and social context in SA, including 
the family structure, as a backdrop for considering how the context might shape women’s 
experiences of IPV. The prevalence of wife abuse and child abuse in Saudi Arabia are 
reviewed in order to address the scope of these phenomena. The second section focuses 
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on reviewing the literature related to the health consequences of child abuse and IPV, 
with particular attention given to Post Traumatic Stress Disorder (PTSD), depression, and 
chronic pain, as these are key health outcomes among IPV and child abuse survivors. In 
addition, research that examines the effects of both PTSD and depression on chronic pain 
is summarized and critiqued. In the third section, the role of social support in mediating 
the relationship between both child abuse and IPV and their health consequences is 
scrutinized. 
Overview of Saudi Arabia 
Economic and Social Background of Saudi Arabia 
Saudi Arabia is a vast country, covering an area of 2.15 million km2. It is one of 
the wealthiest oil countries. Over the past 30 years, the country has witnessed stimulation 
of its socio-economic development with substantial improvements seen in health, 
education, housing, and the environment (World Health Organization, 2006). The United 
Nations Development Program (UNDP) annual global human development report ranked 
Saudi Arabia 57th globally in terms of its human development index along three 
dimensions (life expectancy, educational attainment, and command over the resources 
needed for a decent living) (United Nations Development Program, 2013).  
The Saudi population is around 31.5 million with an annual population growth 
rate of 2.4% (Central Department of Statistics & Information, 2015) and is relatively 
young, as 18.85% of population is between 15 - 24 years old and 46.4% is between 25-54 
years old (Index Mundi, 2016). School enrolment is improving with 90% of males and 
93% of females enrolling for primary education, and 91% of population enrolling in 
secondary education. The adult literacy rate is 90.8% for males and 82.2% for females; 
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youth illiteracy is 1% and 3% respectively (UNESCO Institute for Statistics, 2011). In 
2011, about 17.71% of the population lived in rural areas, while 82.3% were residents of 
urban cities (Index Mundi, 2013). Traditional social bonds in Saudi society are based on 
blood relationships with members of the same tribe or family (Al-Saif, 1997). 
In Saudi Arabia, the family structure is traditionally made up of husband, wife, 
and children, living in a separate home. Almost all daughters and sons live with their 
parents until they get married. The mean age of marriage for females is 24.60 (Quandl, 
2011). In some cases, a shift from the nuclear to extended family could occur as a result 
of polygamy or living with other family members, such as a divorced daughter or sister or 
an elderly parent might live with the nuclear family (Ashy, 2004). Polygamy (i.e. 
multiple marriages) is neither obligatory, nor encouraged, but is permitted in the Islamic 
religion and is still practiced in Saudi Arabia culture (Mobaraki & Söderfeldt, 2010). 
Divorce is viewed as a common social problem in Saudi society (Albrithen, 2006). The 
man can divorce his wife with a verbal statement and he can go later to register the 
divorce, but the procedure is more difficult when the woman initiates the divorce. There 
is greater stigma against divorce attached to women than men in the society and it is 
highly undesirable among the older generation (Zuhur, 2011).  
Traditionally and culturally, women’s roles focus on caring for the family and 
men are seen as providers. Yet, in the 2000s, the country witnessed a number of positive 
changes including the ‘enhancement of women’s role in society’ (Le Renard, 2015). 
More women are continuing their education and looking to have professional careers 
(Alchoui, 2009) and 58% of all Saudi university students are now women (Taibah & 
Jamjoom, 2014). There are 24,498 Saudi women with graduate degress (Saudi Gazette, 
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2015). AlMunajjed (2010) noted that Saudi women make up around 15% of the 
workforce, while the unemployment rate is 34% for Saudi women (UNDP, 2014).  
Prevalence of Wife Abuse in Saudi Arabia 
There is little information about the incidence, prevalence and pattern of wife 
abuse in SA. In the literature, eleven studies have been conducted with Saudi women. 
Eight studies aimed specifically to assess wife abuse (AboulAzm, Hashem, & Elebiary, 
2009; Alhabib, 2011; Al-Faris et al., 2013; Alzahrani, Abaalkhail, & Ramadan, 2016; 
Bohlaiga et al., 2014; Eldoseri, Tufts, Zhang & Fish, 2014; Rachana, Suraiya, Hisham, 
Abdulaziz, & Hai, 2002; Tashkandi & Rasheed, 2009), whereas three studies focused on 
domestic violence or violence against women in general (Afifi, Al-Muhaideb, Hadish, 
Ismail, & Al-Qeamy, 2011; Barnawi, 2015; Fageeh, 2014). The prevalence of lifetime 
wife abuse in these studies ranged from 12.2% - 57.7% and the prevalence of current or 
previous year wife abuse ranged from 11.9% -32.8%. All but one study assessed wife 
abuse by surveying women in Saudi health care settings. One study was conducted with 
Saudi women who had lived at United Kingdoma for three years (Alhabib, 2011). Thus, 
the sample for this study is unlikely to be representative of Saudi women because they 
had been exposured to Western cultural norms that could have influenced women’s 
beliefs and practices.  
The previous studies demonstrate the high prevalence of wife abuse in Saudi 
Arabia and are consistent with findings from the WHO Multi-Country Study which 
documented lifetime rates of IPV ranging from 15% to 71% among women living in ten 
different countries (WHO, 2005). In comparison, one in four Canadian women 
experienced IPV in their lifetimes (Clark & DuMont, 2003). However, studies in Saudi 
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Arabia have used different measures and definitions of wife abuse. For example, Al-Faris 
et al. (2013), Rachana et al. (2002), and Eldoseri et al. (2014) only assessed the 
prevalence of physical abuse without considering the non-physical dimensions of abuse 
(e.g. emotional and sexual) which has been acknowledged in the literature as more 
prevalent than physical abuse and which is linked to similar or worse outcomes (Outlaw, 
2009; Strauchler et al., 2004). Alzahrani et al (2016) used the HITS screening tool in 
which women are asked how often their partner: “physically hurt you, insult you or talk 
down to you, threaten you with harm, and scream or curse at you?” without specifying a 
time frame (previous year or lifetime). Both AboulAzm et al. (2009) and Bohlaiga et al. 
(2014) developed and used their own questionnaire to assess wife abuse without reporting 
the reliability and validity. As well, Alhabib (2011) translated and used the Composite 
Abuse Scale (CAS) without assessing its validity among Saudi women. The highest 
prevalence of wife was reported by Tashkandi and Rasheed (2009) who measured both 
physical and emotional abuse. Yet, the researchers in this study used the Conflict Tactics 
Scale (CTS) which was originally created to measure conflict in relationships without 
considering coercive control (Dobash & Dobash, 2004), which is a central feature of IPV 
(Tjaden & Thoennes, 2000).  
In sum, a limited number of studies have assessed wife abuse in SA. While these 
studies make important contributions in beginning to document wife abuse prevalence, 
they are limited by: a) the inadequacy of the reliability and validity of the IPV measures 
used, b) the emphasis on physical abuse and exclusion non-physical aspects of abuse, 
and, c) failure to differentiate between the experiences of lifetime and past year abuse.  
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Prevalence of Child Abuse in Saudi Arabia 
In Saudi Arabia, child abuse and neglect was officially identified as a public issue 
in 2000 (Al Eissa & Almuneef, 2010). A recent study conducted with total 2,043 Saudi 
adolescents (aged 15–18 years) revealed that the incidence of psychological abuse, 
physical abuse, exposure to violence, neglect, and sexual abuse was 74.9%, 57.5%, 
50.7%, 50.2%, and 14.0%, respectively (Al-Eissa et al., 2015). Elarousy and Al-Jadaani 
(2013) found that 90% of Saudi children (aged 12-18 years) reported at least 1 form of 
emotional abuse. Al-Dabaan, Newton, and Asimakopoulou (2014) found that, in the 
previous five years, 59% of Saudi dentists had encountered a case of child abuse or 
neglect in their practice. Psychological abuse is the most prevalent (65%) form of child 
abuse in Saudi Arabia (Al‐Eissa et al., 2016). 
In 2000, the Suspected Child Abuse and Neglect (SCAN) team was established at 
one center (the King Abdul Aziz Medical City for the National Guard) to examine child 
abuse and neglect cases. From 2000 to 2008, 133 of referred abuse cases were 
investigated by the team and 70.7% of these cases were substantiated as abuse or neglect 
cases. Among the investigated cases, physical abuse was the most prevalent form 
(48.9%) followed by neglect (32.3%), while 15% were cases of sexual abuse, and 3.8% 
were cases of emotional abuse (Al-Eissa & Almuneef, 2010). In addition, a web-based 
data registry system for surveillance and collection of data about child abuse in major 
hospitals was also established (Almuneef et al., 2014). The system identified 616 child 
abuse cases during a 16-month period (National Family Safety Program, 2010). 
Assessing all reported cases from 2006 to 2010 revealed that about 85% of reported cases 
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were sexual abuse, 13% were physical abuse, and 2.3% were combined physical and 
sexual abuse (AlMadani, Bamousa, Alsaif, Kharoshah, & Alsowayigh, 2012).  
However, the information about investigated cases of child abuse in Saudi Arabia 
cannot be used to estimate the prevalence of child abuse in the country or compare it to 
the number of investigated child abuse cases in other countries, because the cases in 
Saudi Arabia were referred and investigated by a hospital-based team, while in most 
countries, such as the United States, the reported cases are from professionals in various 
disciplines and non-professionals. In addition, collecting national information about child 
abuse prevalence needs a well validated tool. Recognition of child abuse in Saudi Arabia 
is in its beginning stages, so the social perceptions of abuse could influence the number 
of reported cases. It is likely that professionals might only recognize the apparent or 
severe cases (Al-Eissa & Almuneef, 2010) in the context of limited knowledge about 
referral procedures and fear of anger from family members (Mogaddam, Kamal, Merdad, 
& Alamoudi, 2016).  
Health Consequences of IPV and Child Abuse 
There is substantial evidence that women who have experienced IPV and/or child 
abuse are more likely to experience physical and mental health problems, as the 
association between IPV and health is multifaceted (Campbell, 2002; Coker, Hopenhayn, 
DeSimone, Bush & Crofford, 2009; Dutton et al., 2006; Golding, 1999; Rees et al., 
2011). Health problems that occur as a result of IPV could be acute or chronic (Ford-
Gilboe et al., 2010), and are caused by injuries and/or women’s physical and 
psychological responses to trauma (Plichta, 2004; Wuest, Ford-Gilboe, Merritt-Gray, 
Varcoe et al., 2009). In this section, the literature on PTSD, depression, and chronic pain 
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among abuse survivors is reviewed as these are key health outcomes and the focus of the 
current study. 
Post- Traumatic Stress Disorder Symptoms  
Conceptualization. The Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition (DSM-IV) identified PTSD as three clusters of symptoms (i.e. re-
experiencing, hyperarousal, and avoidance) (American Psychiatric Association [APA], 
2000). The DSM-IV sets diagnostic criteria for PTSD including a history of exposure to a 
traumatic event, symptoms from each of these clusters (i.e. intrusiveness or 
reexperiencing the trauma, hyperarousal, and avoidance such as dissociation) that last 
more than one month and cause impairment in important areas of functioning (e.g. social 
or occupational) (APA, 2000). Symptoms of re-experiencing include unwanted 
recollections of the incident in the form of distressing images, nightmares, or flashbacks. 
Hyperarousal is related to the physiological manifestations of trauma, such as insomnia, 
irritability, impaired concentration, hypervigilance, and increased startle reactions. 
Avoidance symptoms consist of attempts to avoid reminders of the event, including 
persons, places, or even thoughts associated with the incident (APA, 2000).  
Herman argued for an alternative conceptualization of PTSD symptomology, 
called complex PTSD, which results from exposure to prolonged and repeated trauma 
(Herman, 1992; Haskell & Randall, 2009). Classic PTSD results from time-limited 
trauma; complex PTSD differs in the nature of symptoms (i.e. more diffuse and tenacious 
PTSD symptoms), along with changes in personality characteristic and and vulnerability 
to repeated harm (Herman, 1992). Complex PTSD is important in the context of IPV and 
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child abuse survivors, because these survivors live in a state of captivity with prolonged 
and constant exposure to a pattern of abuse.  
A body of empirical research as well as clinical observations highlights several 
concerns about how trauma and PTSD are conceptualized (Weathers, Marx, Friedman & 
Schnurr, 2014). As a result, the DSM-5 criteria for PTSD were released with a modified 
definition of PTSD symptoms. Specifically, PTSD was moved from the anxiety disorders 
category into a new trauma- and stressor related disorders category and conceptualized as 
four clusters of symptoms, including intrusion, avoidance, negative alterations in 
cognitions and mood, and alterations in arousal and reactivity (APA, 2013). The fit of 
this recent conceptualization of PTSD symptoms for abuse survivors is not yet clear; 
research is required to assess the applicability of new DSM-5 symptom clusters to IPV 
survivors. 
Post-traumatic stress disorder across cultures. There is still a controversy in 
the literature regarding the cross-cultural applicability of PTSD (Good & Hinton, 2016; 
Kienzler, 2008). This debate has two distinctive positions. On one hand, some researchers 
argue that PTSD is a universal and cross-culturally valid response to traumatic events 
(Costa et al., 2011; Wilson, 2007; Yehuda & McFarlane, 1997), and on another hand, 
some researchers argue that the Western conceptualization of trauma only fits the context 
of Western culture (Nqweni & Van Rooyen, 2012; Summerfield, 2004).  
Culture is a powerful socializing force for generating and forming beliefs that 
impact the perception and processing of trauma and its symptoms (Nicolas, Wheatley, & 
Guillaume, 2015; Wilson, 2007). This perspective assumes that PTSD lacks validity as a 
cross-cultural construct (Hollifield et al., 2002). These researchers have argued that the 
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concept of distress might be more applicable than PTSD in non-Western cultures 
(Nichter, 2010), because PTSD is a culturally-specific construct that has resulted from a 
combination of various political, economic, legal, and medical influences (Young, 1995) 
based on particular conceptualizations of suffering (Kohurt & Hrushka, 2010).  
Other researchers believe that PTSD is not socially constructed, but is a valid 
cross-cultural construct (Costa et al., 2011; McNally, 2004; Wilson, 2007; Yehuda & 
McFarlane, 1997). The argument that PTSD is an applicable construct in non-Western 
cultures has been based on similar findings across cultures (De Jong, 2005) because 
PTSD is the most frequently reported problem after experiencing interpersonal trauma 
(Yehuda & LeDoux, 2007). In addition, trauma has a neurobiological effect which 
impacts both learning and memory (Dyregrov, Gupta, Gjestad, & Raundalen, 2002; 
Nqweni & Van Rooyen, 2012). Neurobiological studies have shown that dysregulation 
and right hemisphere alterations in brain functioning as a result of trauma exposure are 
universal in PTSD (Friedman, 2000; Schore, 2003), and these alterations result in 
universal characteristics and emotional experience (e.g., hyperarousal) (Wilson, 2007). 
Trauma advocates across the globe also assert that symptoms following trauma exposure 
become worse in non-Western countries if they are not treated by Western-style treatment 
approaches, which legitimize PTSD as a universal response to traumatic distress 
(Kienzler, 2008). Thus, if PTSD differs cross-culturally, this may suggest “plasticity” of 
the human brain and mind, in terms of the role of culture in forming and causing mental 
issues. This position does not fit well with Psychiatry’s “disease” model, in which there is 
well-defined symptomology and treatment protocols (Marsella, 2010). Some researchers 
believe that the problem is not the application of PTSD cross-culturally, but the scarcity 
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of valid and reliable instruments to assess PTSD in non-Western cultures (Hollifield et 
al., 2002; Patel, Flisher, Nikapota, & Malhotra, 2008). In essence, there is still a crucial 
need to examine the psychometric properties of Western-based instruments among non-
Western people to enhance the evidence of PTSD universality. 
Prevalence of PTSD symptoms in the general population. Several 
epidemiological studies have provided information regarding the prevalence of PTSD 
symptoms among individuals who have experienced a traumatic event. The National 
Center for PTSD (2013) estimated the lifetime prevalence of PTSD is about 7% around 
the world. Studies show that women are at significantly increased risk for PTSD 
following exposure to serious trauma (Creamer, Burgess, & McFarlane, 2001; Nayback, 
2009; Zlotnick, Johnson, & Kohn, 2006), as they have a two-fold risk of PTSD compared 
to men (Tolin & Foa, 2006). 
The causes of marked gender differences in post-trauma reactions or what leads to 
higher risk of PTSD development among women are still not clear. Biological factors, 
like hormonal differences or neuroendocrine responses and processes, could account for 
the vulnerability of women to PTSD symptoms (Inslicht et al., 2013; Villamor & de 
Adana, 2015). A few researchers suggested that differences in emotional regulation 
between men and women could provide an explanation for gender differences in PTSD 
symptoms (Olff, Langeland, Draijer, & Gersons, 2007; Peirce, Newton, Buckley, & 
Keane, 2002). Women have higher perceptions of threat or loss of control (Dickerson & 
Kemeny, 2004; Olff et al., 2007) and their coping styles are more emotion and avoidance 
focused (Matud, 2004; Tamres, Janicki, & Helgeson, 2002). Women’s age at the time of 
trauma exposure could also explain gender differences in risk of developing PTSD, 
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because women are exposed to trauma at younger age (Olff et al., 2007). Traditional 
gender role socialization has been postulated as a risk factor for experiencing high rates 
of PTSD symptoms among women, because it socializes individuals to particular 
expression of feelings, such that women are supposed to be self-sacrificing, passive, and 
submissive, while men are supposed to be strong, brave, and ruling (Norris, Perilla, 
Ibañez, & Murphy, 2001; Villamor, & de Adana, 2015). It has also been suggested that 
loss of resources, including social and material support after trauma exposure is more 
common among women, which may exacerbate the development of PTSD (Wade, 
Fletcher, Carty, & Creamer, 2015). Other evidence suggests that women’s greater 
exposure to specific types of trauma, such as interpersonal violence, childhood sexual 
abuse, and sexual harassment, might account for the difference between female and male 
PTSD symptoms risk (Nayback, 2009; Walker, Carey, Mohr, Stein, & Seedat, 2004). In 
sum, several factors might explain the higher rates of PTSD among women versus men, 
yet gender differences in PTSD symptoms have not been sufficiently explained (Inslicht 
et al., 2013; Olff et al., 2007). What is missing from previous explanations is whether the 
cumulative nature of abuse in women’s life influences gender difference in the 
prevalence of PTSD and the contextual mechanism shaping women’s experiences of 
PTSD symptoms versus men. 
Post-traumatic stress disorder symptoms among IPV and child abuse 
survivors. Women’s risk for lethality from IPV is associated with PTSD symptoms 
(Wilson, Messing, Patchell, & Campbell 2011), and PTSD is the most prevalent mental 
health consequence of IPV (Campbell, 2002; Nathanson, Shorey, Tirone, & Rhatigan, 
2012). Cross-sectional studies have been conducted in different parts of the world, 
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including North America, Colombia, Spain, China, and India, with women who have 
histories of IPV to measure PTSD symptoms (e.g. Chan, Tiwari, Fong, & Ho, 2010; 
Gupta et al., 2014; Hebenstreit, Maguen, Koo, DePrince, 2015; Medina, Canaval, Burgos, 
& Humphreys, 2011). In these studies, researchers have recruited abused women from 
the community, clinics, shelters, and counseling centers for abused women. Across these 
studies, a positive relationship has been consistently found between IPV exposure and 
PTSD symptoms among abused women. Golding (1999) conducted a meta-analysis to 
look to the prevalence of mental health problems among women who had experienced 
IPV and found that the 31% to 84.4% (weighted mean 63.8%) of women experienced 
PTSD and the mean odds ratio relating IPV to PTSD was 3.74. In a community sample of 
Canadian women who had recently left an abusive partner, 51.6 % had symptoms 
consistent with PTSD, yet only 7.1% had a formal diagnosis of PTSD (Wuest, et al., 
2008); this finding demonstrates the high prevalence of PTSD symptoms even after 
leaving, but also the lack of recognition of this common health problem within health 
care settings.  
There is evidence of a dose-response relationship, meaning that more severe and 
persistent IPV is associated with greater levels of PTSD symptoms (e.g. Dichter, Marcus, 
Wagner, & Bonomi, 2014; Svavarsdóttir, Orlygsdottir, & Gudmundsdottir, 2015; Symes, 
Maddoux, McFarlane, Nava, & Gilroy, 2014). Moreover, the experience of more than 
one type of IPV (e.g., physical, sexual, or emotional abuse) has been associated with 
higher levels of PTSD symptomology (Eshelman & Levendosky, 2012). For example, 
women who experience only one type of abuse were just over two times as likely to 
develop PTSD symptoms compared to non-abused women, while women who had 
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experienced three types of IPV were more than nine times as likely to develop PTSD 
compared to non-abused women (Houry, Kemball, Rhodes, & Kaslow, 2006). Residual 
injury related to IPV (Weaver & Resick, 2014), traumatic brain injury (TBI) from IPV, 
psychological IPV, and sexual IPV (Iverson & Pogoda, 2015) had been significantly 
related to PTSD symptoms, but women who experienced IPV-related TBI reported 
significantly higher PTSD symptoms (Iverson & Pogoda, 2015). Abused women’s PTSD 
symptom profiles could be different than in other trauma populations. For example, 
Hebenstreit et al. (2015) used latent profile analysis and revealed five PTSD symptom 
profiles (low symptoms, low symptoms with high hypervigilance, intermediate 
symptoms, intermediate symptoms with high hypervigilance, and high symptoms) that 
best describe women's PTSD symptoms. This finding shows that there is diversity among 
women exposed to IPV in terms of reporting PTSD symptoms, because women have 
different patterns of PTSD based on symptom severity when hypervigilance is the 
dominant cluster.  
Although there is support for the relationships between PTSD and the type and 
severity of IPV in the literature, the previous studies have a few limitations. For instance, 
Houry et al. (2006) included only low-income, African American women; their finding 
might not be generalizable to other populations, because women’s socioeconomic status 
could be associated with PTSD symptoms. In addition, most previous research has not 
considered the cumulative effects of lifetime trauma events, particularly child abuse, on 
women’s PTSD symptoms (e.g. Basile, Arias, Desai, & Thompson, 2004; Eshelman & 
Levendosky, 2012; Houry et al., 2006). Also, these studies were mainly conducted in 
Western countries; PTSD symptoms were only assessed among Arab women in two 
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studies. Khadra, Wehbe, Fiola, and Skaff (2015) looked to the prevalence of PTSD 
symptoms among Arab women and found that 97% of women who had experienced 
physical abuse from their partners also had PTSD symptoms. However, Khadra et al. 
used the original English version of a PTSD measure but did not translate or adapt it to 
Arab culture so that it would to be more relevant and comprehensible to women. Another 
study was conducted to assess PTSD symptoms using a 4-item screening tool, the 
Primary Care PTSD. It was found that IPV was not correlated with PTSD after 
controlling for political violence (Haj-Yahia & Bargal, 2015). In Saudia Arabia, PTSD 
has not been studied among women who have experienced wife abuse. 
There is evidence that prior trauma, such as child abuse, is a significant predictor 
of PTSD following another traumatic event (e.g. IPV) in adulthood (Lilly, London, & 
Bridgett, 2014; Satyanarayana, Chandra, & Vaddiparti, 2015). Women who have 
experienced both child abuse and IPV reported greater PTSD symptoms than women 
with experiences of child abuse or IPV alone (Messman-Moore, Long, & Siegfried, 
2000). The risk of experiencing PTSD symptoms for women with a history of both 
childhood and adulthood abuse is 12.4 times greater than among women without an abuse 
history (Kimerling, Alvarez, Pavao, Kaminski, & Baumrind, 2007). Many studies show a 
relationship between child abuse experience and PTSD symptoms among women (e.g. 
Burns, Jackson, & Harding, 2010; Rivera-Vélez, González-Viruet, Martínez-Taboas, & 
Pérez-Mojica, 2014), with PTSD prevalence rates ranging from 26% to 52% among child 
abuse survivors (Kessler, 2000; Kessler, Sonnega, Bromet, & Hughes, 1995; Ullman & 
Brecklin, 2002). There is evidence that child abuse indirectly affects PTSD through IPV 
(Lilly, London, & Bridgett, 2014). 
46 
 
 
A few studies conducted in Arab countries have assessed PTSD as a consequence 
of child abuse among children (Khamis, 2005; Usta & Farver, 2010). However, the 
effects of violence during childhood have only been examined in one study (Haj-Yahia & 
Bargal, 2015) which revealed a dose-response relationship between experiencing 
violence and PTSD symptoms among university students.  
How IPV and child abuse lead to PTSD. Neuroscientific evidence suggests that 
both neuroendocrine dysregulation and neuroanatomical changes in the brain as a result 
of chronic stress could explain why abuse experiences lead to PTSD symptoms. 
However, few studies have looked specifically to the physiological changes that cause 
PTSD symptoms in the context of IPV and child abuse. 
Researchers suggest that women's exposure to abuse experiences (IPV and/or 
child abuse) results in physiological changes. Child abuse and IPV influence women’s 
hypothalamic-pituitary-adrenal (HPA) axis functioning (Carpenter, Shattuck, Tyrka, 
Geracioti, & Price, 2011; Johnson, Delahanty, Pinna, 2008; Woods et al., 2005), and 
result in decreased cortisol levels (Carpenter et al., 2007; Carpenter et al., 2011). Cortisol 
helps the body cope with the stressor (Shea, Walsh, MacMillanb, & Steiner, 2005) and a 
low level of cortisol (a consequence of HPA dysfunction) has been found to be a risk 
factor for PTSD development in different trauma populations (Yehuda & LeDoux, 2007; 
Yehuda, McFarlane, & Shalev, 1998). Thus, abused women with PTSD were found to 
have lower plasma cortisol levels than abused women without PTSD or normal healthy 
controls (Griffin, Resick, & Yehuda, 2005). In contrast, Inslicht et al. (2006) found that 
women who had experienced IPV, and who had prior or current PTSD, also had higher 
salivary cortisol levels compared to abused women without PTSD. As well, women with 
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severe IPV could exhibit more flattened patterns of cortisol (i.e. lower cortisol awakening 
response, higher midday levels of cortisol, less linear decline in cortisol at midday, and 
less nonlinear dampening of cortisol levels over the course of the day) (Kim et al., 2015). 
Therefore, the relationship between changes in cortisol levels and the development of 
PTSD among IPV survivors not been fully elucidated; further research is still required in 
this area. 
In terms of neuroanatomical and functional changes, the hippocampus, amygdala, 
and insula, have been found to change in the context of PTSD. A reduction in the volume 
of hippocampal (a neuronal structure needed for the processing of new information and 
memory functioning) has been found among women who have experienced IPV and child 
abuse and also have PTSD symptoms (Bremner et al., 2003; Woon & Hedges, 2008). 
Yet, other researchers have reported no significant difference in the hippocampal volume 
between women with IPV history and women without (Fennema-Notestine, Stein, 
Kennedy, Archibald, & Jernigan, 2002; Flegar et al., 2011) and no significant reduction 
in hippocampal volume among women with history of child abuse and PTSD (Pederson 
et al., 2004). Therefore, the effect of these abuse experiences on women’s hippocampal 
volume is not clear. Other factors, such as alcohol dependency and aging, may have 
impacted the results (Hedges & Woon, 2010). For example, Flegar et al (2011) recruited 
women dependent on alcohol from a program to change drinking behavior even though 
there is evidence that the hippocampus is vulnerable to deleterious effects of alcohol use 
(Medina, Schweinsburg, Cohen-Zion, Nagel, &Tapert, 2007). In addition, some studies 
did not control for age as a confounding factor (Flegar et al., 2011), even though aging 
might contribute to hippocampal atrophy (Resnick, Pham, Kraut, Zonderman, & 
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Davatzikos, 2003). Hyper-activation of the amygdala (responsible for arousal systems as 
well as initiating and coordinating a stress reaction) and insula (involved in emotions and 
the regulation of the body's homeostasis) was found among IPV survivors with PTSD 
(Aupperle et al., 2012; Fonzo et al., 2010; Simmons et al., 2008). The dysfunction of 
insula leads to a propensity of women to focus on physiological responses to potential 
triggering events, which is an important symptom of PTSD. Hypo-activation in the 
prefrontal cortex (which regulates behavior, thought, emotion, calmness, and attention 
and reality testing) was found to be associated with IPV-related PTSD (Aupperle et al., 
2012) and a reduction in prefrontal cortex volume is associated with child abuse (Van 
Harmelen et al., 2010).  
The neuroscience evidence is still inconsistent in terms of disrupted profiles of 
HPA axis activity and the anatomical and functional of brain areas after abuse 
experiences that may cause PTSD. Extensive studies are needed to identify the HPA axis 
and functional and anatomical alterations of abused women’s brain while recognizing if 
these alterations are due to the abuse experiences, a consequence of abuse via PTSD, or 
due to some other factors. Additional research is also needed to determine is there is a 
dose-response relationship between the severity of abuse experiences and the level of 
physiological changes. 
Summary. There is consistent evidence that abuse survivors develop PTSD 
symptoms. Women are twice as likely to develop chronic symptoms of PTSD following 
trauma exposure than are men (Breslau, 2002; Kessler et al., 1995). A dose-response 
relationship has been supported through a positive relationships found between the 
severity and type of IPV and severity of PTSD symptoms. The existing evidence related 
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to IPV, child abuse, and PTSD is mainly based on research conducted in Western 
countries. Thus, it is not clear whether Saudi women have similar trauma responses to 
abuse experiences (child abuse and wife abuse) compared to their Western counterparts.  
Depressive Symptoms 
Definition. The term depression began to appear in the 19th century to point to a 
condition of sadness (Paykel, 2008). Psychiatrists viewed depression as psychobiological 
reactions to stress, as both psychological and organic factors must be considered (Paykel, 
2008). Depression is defined in both The ICD-10 Classification of Mental and Behavioral 
Disorders and Diagnostic and DSM-IV. Depression is defined by presence of a number of 
clinical features for longer than two months and characterized by psychotic depression, 
obvious functional impairment, suicidal ideation, and morbid preoccupation with 
worthlessness (Paykel, 2008). According to DSM IV and 5, meeting criteria for a 
depression diagnosis requires five of nine symptoms to present during the same 2-week 
period. One of these symptoms must be depressed mood or loss of interest or pleasure 
(American Psychiatric Association, 2013). 
Depression across cultures. There is part of the literature that argues against the 
cross-cultural applicability of depression (Chentsova-Dutton, Ryder, & Tsai, 2014). Yet, 
cross-cultural evidence has confirmed the existence of depression in all parts of the world 
and the universal way in which it is manifested and experienced across cultures (Hamdi, 
Amin, & Abou-Saleh, 1997; Paykel, 2008). International studies, including a World 
Health Organization (1983) study, reported that symptoms such as loss of appetite, lack 
of energy, loss of sexual interest, weight reduction, fatigue, tension and ideas of 
insufficiency, inadequacy and worthlessness are cross-cultural regular expressions of 
50 
 
 
depression. In addition, physicians in non-Western countries have been treating depressed 
individuals with antidepressant medication and supportive therapy, which reinforces 
biomedical researchers’ claim that depression is a universal disease (Kleinman, & Good, 
1985). One classic review of the literature (Singer, 1975) showed no differences in the 
characteristics of depressive symptoms among non-Western and different cultures. As 
well, a recent study (Haroz et al., 2016) compared the performance of one depression 
scale across seven low and middle income countries using item response theory analysis. 
The study found support for the cross-cultural applicability of depression symptoms. 
Some researchers have debated whether there are variations in the meaning and forms of 
depressed mood, such as dysphoria, across societies (Kleinman, & Good, 1985). 
However, Paykel (2008) argues that mood disorders appear to be universal, but need to 
be recognized by local psychiatrists and other healthcare providers who understand the 
culture, language, and metaphors used to express mood. For instance, in Zimbabwe, the 
language lacks a term directly equivalent to depression, and presentations emphasize 
somatic symptoms (Patel, Abas, Broadhead, Todd, & Reeler, 2001). 
Physiological changes in depressed individuals are thought to be the same 
regardless of different cultural backgrounds. For example, there is evidence that 
abnormally low levels of serotonin (a neurotransmitter) leads to the development of 
depressive symptoms in individuals at risk for depression. Reduction in serotonin level is 
linked to a number of changes, including compromised memory consolidation, altered 
reward behaviours (e.g. feeding or sexual activity), and diminished responses to positive 
stimuli (Hasler, 2010; Hasler, Drevets, & Manji, 2004). Abou-Saleh, Karim, and 
Krymsky (1998) measured biological markers in 33 male and 30 female Arab patients 
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with DSM major depression and showed several recognized biologic markers of 
depression that are consistent with those obtained in Western populations. This result is 
consistent with the notion of universal biologic aspects associated with depression.  
Prevalence of depression in the general population. The World Health 
Organization (2004) estimated that depression will be the leading cause of disease burden 
worldwide by 2030, as the lifetime prevalence of depression is in the range of 10% to 
15% (Demyttenaere et al., 2004). In Saudi Arabia, 14.3 % of adolescents (AlBuhairan et 
al., 2015) and 49.9% of adults (Al-Qadhi, ur Rahman, Ferwana, & Abdulmajeed, 2014) 
live with depression. However, significant gender differences exist for depression 
worldwide, since women have twice the lifetime rate of depression, compared to men 
(Haskell et al., 2010). 
Some researchers argue that the significant relationship between female gender 
and depression could be explained by biological (sex) factors (Burt & Stein, 2002). They 
suggest that women might be at an increased risk for depression because of sex 
hormones, dysregulation of the HPA axis (Weiss, Longhurst, & Mature, 1999; Young, 
1995), and the level of neurotrophic factors (de Azevedo et al., 2014; Kreinin et al., 
2015). The HPA axis in women is more vulnerable to dysregulation as a result of stress 
exposure which makes women at risk to depression (Weiss et al., 1999). Neurotrophic 
factor influences the pathophysiology of depression and these levels differ between men 
and women (Lommatzsch et al., 2005). Disclosure rates of depressive symptoms could 
also be a factor that explains these differences, as it has been found that men prefer 
concealment of their depressive condition more than women (Burke, Wang, & Dovidio, 
2014).  
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There is evidence that gender roles are more appropriate for explaining the gender 
gap in depression (Kuehner, 2003), particularly in societies with traditional gender role 
expectations (Nazroo, Edwards, & Brown, 1997). Inequities in workload and partnership 
have been found to predict increased depressive symptoms and account of gender 
difference in depression (Nolen-Hoeksema, Larson, & Grayson, 1999). Gender roles 
result in women’s exposure to different types of stressors, such as lack of social, physical, 
and personal resources (Jank, Kim, & Chiriboga, 2011), limited social power, role strain, 
childhood sexual abuse, and partner violence (Kuehner, 2003). Although a few 
explanations exist for gender differences in depression, the mechanisms underlying these 
differences remain unclear. 
Depressive symptoms among child abuse and IPV survivors. Women who 
have experienced IPV are at significant risk of developing depressive symptoms (Devries 
et al., 2013; Godoy-Ruiz, Toner, Mason, Vidal, & McKenzie, 2015; Ouellet-Morin et al., 
2015). A meta-analysis showed that the weighted mean prevalence was 50% for 
depression across settings (Golding, 1999). The incidence of depressive symptoms 
among IPV survivors was found to range from 32% to 51.4% (Chuang, Cattoi, Camacho, 
Dyer, & Weisman, 2012; Edmond, Bowland, & Yu, 2013; Helfrich, Fujiura, & 
Rutkowski-Kmitta, 2008). IPV survivors are around three times more likely to experience 
depression than women who have not experienced IPV (Bonomi et al., 2009). Although 
previous studies have documented the high prevalence of depression among abused 
women, some studies only looked to one type of abuse (e.g. Nedd, 2001) and other used 
small samples (e.g. 50 women), resulting in reduced statistical power (Edmond et al., 
2013; González-Guarda, Peragallo, Vasquez, Urrutia, & Mitrani, 2009). One study 
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(Tolman & Rosen, 2001) included only women receiving welfare, while another study 
included only women enrolled in a health plan providing insurance and health 
services)(Bonomi et al., 2009). Only Fedovskiy, Higgins, and Paranjape (2008) found no 
significant association between IPV and depression among American Latino women 
recruited from a primary care clinical setting. However, the non-significant result could 
be attributed to the high baseline levels of depressive symptoms in this sample. 
Similar to the trend for PTSD, research shows a dose-response relationship 
between the severity of IPV and depressive symptoms (Ansara & Hindin, 2011; Lacey, 
Mcpherson, Samuel, Sears, & Head, 2013; Kim-godwin, Maume, & Fox, 2014). Among 
1,257 women in primary care settings, the strongest associations between depression and 
IPV were in women who had experienced severe combined abuse (i.e. physical and 
emotional abuse or harassment) (Hegarty, Gunn, Chondros, & Small, 2004). 
Experiencing more than one type of abuse increased the possibility of having depressive 
symptoms as well (Chen, Rovi, Vega, Jacobs, & Johnson, 2009; Eshelman & 
Levendosky, 2012). Among Hispanic women, those who experienced sexual abuse in 
adulthood had the highest risk (OR 42.60) of developing depressive symptoms (Chen et 
al., 2009), while psychological abuse was identified as the significant predictor of higher 
levels of depressive symptoms among Black women at U.S. and women at China (Lacey 
et al., 2013; Wong & Licinio, 2001). These studies suggest the distinct effects of each 
type of abuse in the context of IPV on women’s depressive symptoms, based on the 
ethnic and cultural background.  
There is evidence that prior trauma, such as child abuse, is a significant predictor 
of depressive symptoms following another traumatic event (e.g. IPV) in adulthood 
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(Koopman et al., 2007; Salwen, Hymowitz, Vivian, & O'Leary, 2014). Experiencing both 
child abuse and IPV was associated with a three-fold (Kimerling, Alvarez, Pavao, 
Kaminski, & Baumrind, 2007) or four to seven-fold risk for reporting symptoms of 
depression (Ouellet-Morin et al., 2015). In essence, child abuse is associated with an 
increased risk for depressive symptoms in adulthood (Johnson, Giordano, Longmore, & 
Manning, 2014; Rohde et al., 2008; Widom, DuMont, & Czaja, 2007). A systematic 
review and meta-analysis revealed that one-half of global depression is related to self-
reported child abuse (Li, D'Arcy, & Meng, 2016). The Adverse Childhood Experiences 
Study (Chapman et al., 2004) and other studies (e.g. McCarthy-Jones & McCarthy-Jones, 
2014; van Dam et al., 2015) found a dose-response relationship between child abuse and 
depressive symptoms in adulthood. Four-fold increases in the risk of depression in 
adulthood have been found with multiple child abuse experiences (Felitti et al., 1998). 
Child sexual abuse increases the odd of experiencing depression by 2.04, while physical 
abuse increases the odd by 1.49 (Lindert et al., 2014). However, a recent meta-analysis 
revealed that child psychological abuse is the most strongly associated with depression at 
adulthood compared with other types of child abuse (Infurna et al., 2016).  
In Arab countries, studies showed similar findings to the studies that were 
conducted in different societies. The prevalence of depression among Arab women who 
have experienced wife abuse was found to range from 38.7% to 64% (Al-Modallal, 
2012a; Hamdan-Mansour, Farhan, Othman, & Yacob, 2010) and 32.7% of the variance in 
the depression was attributed to wife abuse (Haj-Yahia, 2000). However, some previous 
studies only measured one aspect of abuse (Maziak & Asfar, 2003), used small samples 
(e.g. 93) (Hamdan-Mansour et al., 2011), and included women who lived in relatively 
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marginalized conditions (e.g. refugee camps) without controlling the socioeconomic 
status in the analysis (Al-Modallal, 2012a). Among Saudi women, the qualitative analysis 
from a mixed method study in UK revealed that many abused women had feelings of 
depression. They believed that IPV made them lonely with low mood and loss of interest 
in life and in some women suicidal thoughts were reported (Alhabib, 2011). In addition, 
Eldoseri et al. (2014) revealed that experiencing physical wife abuse was 17 times more 
likely in Saudi women who reported recent intake of antidepressant drugs and 6.6 times 
more likely in Saudi women who had ever had suicidal thoughts. However, the level and 
the rate of depressive symptoms were not assessed using well-established measures for 
depressive measure among Saudi women in the previous studies. Other studies (Al-Faris 
et al., 2014; Barnawi, 2015) found that violence impacted Saudi women’s mental health, 
but it is not clear if these mental health or psychiatric problems are linked to depressive 
symptoms. In terms of the long term effects of child abuse, a study in Saudi Arabia found 
that experiencing adverse events in childhood is associated with depression (OR = 21.2) 
later in life (Almuneef, Qayad, Aleissa, & Albuhairan, 2014).  
How child abuse and IPV lead to depression. A number of mechanisms have 
been investigated to explain why or how chronic stresses lead to depression, including 
changes in neuroendocrine functioning (Carnegie et al., 2014; Dedovic, & Ngiam, 2015; 
Vreeburg et al., 2009; Wei et al., 2015), structural alterations of the brain at the cellular 
and anatomical levels (Frodl & O'Keane, 2013; MacQueen & Frodl, 2011) and changes 
in inflammation/immune responses (Miller, Maletic, & Raison, 2009; Young, Bruno, & 
Pomara, 2014).  
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In the context of IPV and child abuse, it has been assumed that these experiences 
have similar effects as chronic stress and causes dysregulation of HPA axis activity 
(Pinto, Correia-Santos, Costa-Leite, Levendosky, & Jongenelen, 2016; Woods & Gill, 
2010). Among abused women with depressive symptoms, higher salivary cortisol level 
was noted compared to abused women without symptoms (Blasco-Ros, Herbert, & 
Martinez, 2014; Pinna, Johnson, & Delahanty, 2014). Yet, the association between HPA 
axis dysfunction as marked by cortisol level and vulnerability to depression among 
abused women still remains unclear. 
The functional and structural changes that result from experiencing abuse and that 
then cause depression have been explored in a few studies. No significant differences in 
the hippocampal volume were found between abused and non-abused women in two 
studies (Fennema-Notestine, Stein, Kennedy, Archibald, & Jernigan, 2002; Flegar et al., 
2011). However, these studies have been previously critiqued for their limitations. 
Hippocampal alterations in depressed individuals were found to be, in part, related to 
experiencing child abuse (Opel et al., 2014). Individuals with child abuse experiences 
have smaller hippocampal volumes than participants without child abuse which increases 
their susceptibility to severe depression (Chaney et al., 2014). A significant reduction in 
prefrontal cortex (PFC) volume was found among individuals who had experienced 
emotional child abuse independent of depression status (Van Harmelen et al., 2010). In 
terms of amygdala alterations as a consequence of child abuse, one study reported a 
positive correlation between child abuse and amygdala hyper-responsiveness to sad facial 
expression among depressed individuals (Grant, Cannistraci, Hollon, Gore, & Shelton, 
2011), while Dannlowski et al. (2012) found a strong relationship between child abuse 
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and amygdala hyper-responsiveness to threat-related facial expressions that was 
independent of depression. These findings suggest that prefrontal cortex atrophy and 
amygdala hyper-responsiveness could be a consequence of abuse and a risk factor for the 
onset of depression.  
Researchers have also highlighted the role of proinflammatory cytokines in the 
pathophysiology of depression (Miller, Maletic, & Raison, 2009). These cytokines access 
the brain and interact with neurotransmitter metabolism, neuroendocrine function, and 
neural plasticity in ways that are consistent with neuropathologic changes found in 
depression (Miller et al., 2009). Researchers working with women who have experienced 
IPV found alterations in women’s inflammation and immune functioning as a result of 
IPV (Out, Hall, Granger, Page, & Woods, 2012; Woods et al., 2005), but this alteration 
was not examined in relation to depressive symptoms. A relationship has also been found 
between experiencing child abuse and dysregulation in proinflammatory cytokines in 
adulthood (Coelho, Viola, Walss‐Bass, Brietzke, & Grassi‐Oliveira, 2014; Hughes, 
Carballedo, McLoughlin, Frodl, & Connor, 2013), but the link to depression is not clear. 
Danese et al. (2008) revealed that depressed individuals with a history of child abuse 
were more likely to have high levels of inflammation factor (sensitivity C-reactive 
protein). Yet, the mechanisms explaining how IPV and/or child abuse result in alterations 
in women’s neuroendocrine activity, anatomical brain areas, and inflammation/immune 
functioning in relation to depressive symptoms have not been well investigated.  
Summary. The literature shows how women who have experienced IPV and 
child abuse are at increased risk of developing depressive symptoms. North American 
studies support a positive, dose-response relationship between the severity and type of 
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IPV and depression. A few studies conducted in Arab countries have examined 
depression as a mental health consequence of wife abuse, but most have only measured 
physical abuse without considering the effects of psychological and/or sexual abuse. 
Co-occurrence of PTSD and Depression 
Depression differs from PTSD in terms of physiological symptoms (Yehuda, 
1998). While PTSD and depression are seen to be distinct reactions to traumatic events 
(Chiu et al., 2011; Post, Feeny, Zoellner, & Connell, 2016), these problems occur 
concurrently in many people who have experienced trauma (O'Donnell, Creamer, & 
Pattison, 2004). Depression is present in approximately half of all people who develop 
PTSD (Resick, Nishith, Weaver, Astin, & Feuer, 2002). In the Arab population, the co-
morbidity of PTSD and depression was estimated at 76.5% among adolescents who were 
injured during Al-Aqsa intifada (in Palestine) (Khamis, 2005), while19% of the general 
population experience co-morbid PTSD and lifetime depression (Madianos, Sarhan, & 
Koukia, 2011). In the context of IPV, there is support for risk of comorbidity between 
depression and PTSD and the presence of PTSD without depression is rare (Lagdon, 
Armour, &Stringer, 2014; Pigeon et al., 2011). Across studies, the prevalence of the 
comorbidity between depression and PTSD among abused women ranges from 18% - 
54.5% (Edmond et al., 2013; Kelly, 2010; Nathanson, Shorey, Tirone, & Rhatigan, 2012; 
Sabri et al., 2013; Stein & Kennedy, 2001). The variations in the prevalence could be 
attributed to the severity of abuse and the sample type, because the severity of IPV (Sabri 
et al., 2013) and psychological abuse (Somberg, 2008) have been found to predict co-
occurrence of these disorders. In addition, the co-occurrence of PTSD and depression is 
associated with both more severe PTSD and depressive symptoms, as compared to 
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symptoms of PTSD only or depression only (Nixon, Resick, & Nishith, 2004; Taft, 
Resick, Watkins, & Panuzio, 2009). In the context of trauma, whether the pattern of co-
occurrence represents one single construct or two distinct constructs is unclear. 
It has been suggested that the overlapping of common symptoms of depression 
and PTSD (e.g. insomnia, diminished concentration, and anhedonia) could be responsible 
for their comorbidity (Brady, Killeen, Brewerton, & Lucerini, 2000; Wright et al., 2011). 
Specifically, a shared negative affect aspect has been found to be a contributor to PTSD 
and depression co-occurrence (Post et al., 2016; Post, Zoellner, Youngstrom, & Feeny, 
2011). However, another body of literature suggests that the overlapping symptoms of 
depression and PTSD are not the sole contributor to the occurrence of comorbid 
depression and PTSD (Ford, Elhai, Ruggiero, & Frueh, 2009; Grubaugh, Long, Elhai, 
Frueh, & Magruder, 2010). In contrast, it has also been argued that the comorbidity of 
depression with PTSD could be attributed to common causation, as they are outcomes of 
a common set of risk factors (Stander, Thomsen, & Highfill-McRoy, 2014) or to 
chronological causation, with depression believed to develop after PTSD (Ginzburg, Ein-
Dor & Solomon, 2010), or PTSD developing after depression (Breslau, Davis, Peterson, 
& Schultz, 2000). Other researchers have argued that co-occurring PTSD and depression 
is, in fact, a single traumatic stress construct (Elhai et al., 2011; O’Donnell, Creamer, & 
Pattison, 2004). Therefore, the evidence is still inconclusive in terms of the etiology of 
the co-occurrence of PTSD and depression and whether they are two distinct constructs 
or a single construct (Post et al., 2016).  
There are, however, distinct biological profiles associated with PTSD versus 
depression. For example, PTSD has been consistently linked to low levels of cortisol 
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(Sherin & Nemeroff, 2011; Yehuda & LeDoux, 2007) while elevated cortisol levels have 
been reported in depression (Adam et al., 2010). In the co-occurrence of PTSD and 
depression, low cortisol levels have been observed (Oquendo et al., 2003). Among 
childhood trauma survivors, higher cortisol level was found in individuals with both 
PTSD and depressive symptoms (Morris, Compas, & Garber, 2012), while lower cortisol 
levels were found among women who have experienced IPV and who have both PTSD 
and depressive symptoms (Griffin et al., 2005). However, the inconsistencies in the 
findings of these studies could be attributed to the timing of measurement (i.e. morning 
vs evening) and the methods used to measure cortisol (i.e. blood vs saliva). A gap still 
remains in examining the physiological or biological features of PTSD and depression 
co-occurrence. 
Chronic Pain  
Pain is both the sensory and emotional experience of suffering that results from 
possible and/or actual tissue damage (International Association for the Study of Pain, 
2014). Acute pain that is often a useful warning system to the body that these experienced 
may become chronic as result of alterations in the pain pathway and its hypersensitivity 
(Basbaum, Bautista, Scherrer, & Julius, 2009). Chronic pain is defined as pain that 
persists for longer than three to six months or longer than the time for normal healing to 
happen (Institute of Medicine, 2011). It may be continuous or recurrent and adversely 
affect individuals’ well-being, quality of life, and level of functioning (National 
Guideline Clearinghouse, 2007). Chronic pain is recognized as a disease itself, in contrast 
to acute pain which is a symptom of an injury (Riva, Wesselmann, Wirth, Carter-Sowell, 
& Williams, 2014). Chronic pain is a human universal phenomenon, but the recognition 
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of pain necessitates cross-cultural understanding as well as training in cross-cultural 
communication (Wierzbicka, 2012). One study (Riley et al., 2002) showed that 
race/ethnicity has very little impact on pain sensation intensity. The researchers attributed 
racial/ethnic differences in pain intensity to delayed access to care, poorer response to 
treatment, or the mechanism used to cope with chronic pain (Ferreira-Valente, Pais-
Ribeiro, & Jensen, 2014; Liao, Henceroth, Lu, & LeRoy, 2016; Meints, Miller, & Hirsh, 
2016). However, the literature lacks research that examines cross-cultural differences in 
chronic pain as a consequence of psychological trauma.  
The International Association for the Study of Pain (2010) identified chronic pain 
as a global problem, as one in five persons suffers from chronic pain. In the U.S., the 
prevalence of chronic pain in a population based sample was estimated to be 26% 
(Toblin, Mack, Perveen, & Paulozzi, 2011). In the Canadian population, 18% of women 
and 14% of men experience chronic pain (Meana, Cho, & DesMeules, 2004). Women 
report chronic pain more frequently and at more severe levels compared to men (Blyth et 
al., 2001; Catala et al., 2002; Munce & Stewart, 2007). These gender differences have 
been explained in varied ways, with a few results highlighting the variations in 
functioning and pain management behaviors between women and men (El-Shoilisy, 
Strong, & Meredith, 2015; Greenspan et al., 2007). However, Anrow et al., (2011) found 
that both genders had similar patterns of functioning and coping with chronic pain. It has 
also been suggested that gender norms and expectations contribute to these differences as 
males are expected to tolerate pain, while it is accepted that female express their pain 
(Alabas, Tashani, Tabasam, & Johnson, 2012; Bernardes & Lima, 2010). In addition, 
gender differences in chronic pain have been attributed to biological mechanisms, 
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including genetic and hormonal factors (Aloisi & Bonifazi, 2006; Keogh & Herdenfeldt, 
2002). 
The etiology of chronic pain is complex and multi-factorial, because physical and 
psychosocial factors (such as traumatic events or perceived stress associated with an 
event) play essential roles (Harkness, Macfarlane, Nahit, Silman, & McBeth, 2004). 
According to the gate control theory of pain (Melzack & Wall, 1965), the experience of 
pain is influenced by both psychosocial and physiological factors. Using this theory, 
Engel (1977) introduced the concept of the biopsychosocial model to medicine. Since 
that time the biopsychosocial perspective has been used to extend evidence about the 
causes of chronic pain (Gatchel & Maddre, 2004). In the general population, it was found 
that onset as well as continuation of chronic pain were influenced by social stressors 
(Chapman, Tuckett, & Song, 2008; Gatchel, Peng, Peters, Fuchs, & Turk, 2007) 
independent of psychological factors (McBeth et al., 2007). Adverse life events were 
found to be related to emerging chronic pain (Generaal et al., 2016). A longitudinal study 
with 2,300 women in the general population revealed some support for the predictive role 
of psychosocial factors in both onset and experience of constant pain (Thomtén, Soares, 
& Sundin, 2011). Workplace bullying, for instance, is a potential risk factor for chronic 
pain (Saastamoinen, Laaksonen, Leino‐Arjas, & Lahelma, 2009). In addition, differences 
in total number of life events experienced were found in people living with chronic pain 
and controls (Ghosh & Sharma, 2010). Individuals’ social resources, such as social 
support, are negatively linked to chronic pain (Ferreira-Valente et al., 2014). Yet, the 
processes through which the psychosocial factors cause chronic pain is a gap in the 
literature.  
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Chronic pain among child abuse and IPV survivors. The relationship between 
chronic pain and both child abuse (Brown, Berenson, & Cohen, 2005; Davis, Luecken, & 
Zautra, 2005; Walsh, Jamieson, MacMillan, & Boyle, 2007) and IPV (Cerulli, Poleshuck, 
Raimondi, Veale, & Chin, 2012; Humphreys et al., 2011; Tiwari, Fong, Chan, & Ho, 
2013; Wuest et al., 2010) is well established. Several large studies have found that the 
prevalence of chronic pain among abused women ranges from 38% to 94.5% (Campbell 
et al., 2002; Coker, Smith, Bethea, King, & McKeown, 2000; Sutherland, Bybee, & 
Sullivan, 2002; Wuest et al., 2008). Women with a history of IPV are more likely to 
report disability related to chronic pain (Coker, Smith, & Fadden, 2005) and receive three 
to seven times more pain medication (Lo FoWong, Wester, Mol, Romkens, & Lagro-
Janssen, 2007) than those without an abuse history. Among Canadian women who had 
separated from an abusive partner for an average of 20 months, only 5.5% did not 
experience chronic pain, whereas 35.3% reported high disability related to chronic pain 
compared to a national average of 18% (Wuest et al., 2008). These findings suggest that 
chronic pain may be a long-term negative health consequence of IPV. A meta-analysis 
revealed that experiencing child abuse increases the likelihood of seeking health care for 
chronic pain in adulthood (Davis, Luecken, & Zautra, 2005). The Adverse Childhood 
Experiences Study (Anda, Tietjen, Schulman, Felitti, & Croft, 2010), as well as other 
studies (Davis, Luecken, & Zautra, 2005; Nicolson et al., 2010) have found a dose–
response relationship between child abuse and chronic pain in adulthood.  
Various types of pain have been associated with IPV and child abuse experiences, 
such as pelvic pain (Alizadeh, Ravanshad, Rad, Khamnian, & Azarfar, 2015), migraine 
and headache (Cripe, Sanchez, Gelaye, Sanchez, & Williams, 2011), back pain (Vives-
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Cases et al., 2011), abdominal pain (Leserman & Drossman, 2007; Scheffer Lindgren & 
Renck, 2008), painful joints (Wuest et al., 2008), and fibromyalgia (Nicolson, Davis, 
Kruszewski, & Zautra, 2010).  
Although a growing body of research links IPV and child abuse to chronic pain, 
the role of abuse in the development of chronic pain as a long-term health consequence is 
controversial (Gilbert et al., 2009; Raphael, Chandler, & Ciccone, 2004; Romans & 
Cohen, 2008). In one prospective study which used court records of child maltreatment 
history, weak and non-significant relationships were found between verified child abuse 
and adult pain (Raphael, Widom, & Lange, 2001). However, given that the mean age of 
participants was mid-to-late 20s, follow up into later life stages of life could have 
produced different results. Furthermore, the use of court records to measure abuse, rather 
than more direct approaches, may underestimat the relationship (Swahn et al., 2006). In 
the few studies in which no relationship has been found between IPV and chronic pain 
(Chen, Rovi, Vega, Jacobs, & Johnson, 2009; Gass, Stein, Williams, & Seedat, 2010; 
Yoshihama, Horrocks, & Kamano, 2009) there have been methodological limitations, 
including the use of very small samples (e.g. 22 abused women) (Himelfarb Hurwitz et 
al, 2006), and/or unreliable and invalid measures. For example, Gass et al. (2010) used a 
single question to assess chronic pain among women. 
Most of the previous studies of chronic pain among abused women have been 
conducted with Western women; the relationship between abuse experiences and chronic 
pain has not been widely explored in Arab women, including among Saudi women. 
Eldoseri et al. (2014) found that physical wife abuse was twice as likely in women 
reporting feelings of pain or discomfort. Another study by Al-Faris et al. (2014) asked 
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Saudi women about the impact of violence on their bodies over the last four months using 
checklist of questions. The women reported pain (8.1%), chronic fatigue (7.2%), and 
frequent headaches (4.5%). Alhabib (2011) conducted qualitative interviews with Saudi 
women living in the UK, who had experienced wife abuse and found that these women 
reported general body fatigue, limitations in performing their daily activities, chronic 
headache, migraine, irritable bowel syndrome, and abdominal pain; these women also 
linked their pain symptoms to their exposure to IPV (Alhabib, 2011). Yet, these pain 
symptoms were assessed qualitatively not quantitatively using a well-established valid 
measure. 
How child abuse and IPV could lead to chronic pain. One body of literature 
has linked chronic pain to physical abuse, while another body has viewed psychological 
stress as a cause of physiological changes that lead to chronic pain. Although chronic 
pain has usually been identified as somatization, it could also result from old, 
misdiagnosed, or untreated injuries (Campbell & Soeken, 1999; Cerulli et al., 2012; 
Wuest et al., 2009). For example, chronic pain related headaches might be an 
undiagnosed consequence of strangulation (Coker, Smith, Bethea, King, & McKeown, 
2000) and/or neurological damage from physical partner violence (Cambpell & Soeken, 
1999). In addition, injuries could cause neuropathic changes (Woolf & Mannion, 1999). 
Tissue damage sensitizes the pain transmission pathway leading to a ‘pain memory’ that 
lasts after the injury has healed (Meagher, 2004). In addition, untreated acute pain might 
result in hyper-responsiveness and impairment of pain inhibitory mechanisms (Martelli, 
Zaster, Bender, & Nicholson, 2004). Psychological abuse experiences can also trigger 
physiological changes, leading to increased pain among abused women (Kendall-Tackett, 
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2000), because chronic pain could be understood as a result of a complex biopsychosocial 
stress process (Chapman, Tuckett, & Song, 2008).  
Changes in the hypothalamic-pituitary-adrenal (HPA) axis have been found 
among abused women with chronic pelvic pain (Heim, Ehlert, Hanker, & Hellhammer, 
1998). In addition, in a sample of women with chronic pain (fibromyalgia and 
osteoarthritis), a dose-response relationship was found between cortisol level and severity 
of child abuse (Nicolson, Davis, Kruszewski, & Zautra, 2010). Women who have 
experienced IPV have high pro-inflammatory interferon-γ (IFN-γ) cytokine values 
(Woods et al., 2005) which are produced by Th1 cells responsible for experiencing pain 
symptoms (Austin & Moalem-Taylor, 2010; Scully et al., 2010). Only a handful of 
researchers have investigated pain responses in abused women using neuroimaging 
studies, producing mixed results. Noll-Hussong et al. (2010) found that women who 
experienced child abuse had higher activation of the left medial and lateral superior 
frontal gyrus than women without a history of child abuse. Given that left frontal areas 
are involved in memory retrieval, these researchers concluded that abused women were 
much more sensitive in their response to pain. In contrast, in another study conducted 
with women who had experienced IPV, higher activation of brain regions related to pain 
using brief thermal heat stimuli was not found in response to experimental pain stimuli 
(Strigo et al., 2010). Research examining the physiological mechanisms explaining how 
abuse experiences result in chronic pain remains a significant gap in the literature.  
The relationship between chronic pain and PTSD. There is a growing evidence 
of the co-occurrence of chronic pain and PTSD in different populations (Outcalt et l., 
2015; Scioli-Salter et al., 2015) with greater pain and disability found among individuals 
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with both disorders (Rasmusson & Shalev, 2014). Research has revealed that 50% to 
75% of individuals with PTSD symptoms experience chronic pain as well (Bosco, 
Gallinati, & Clark, 2013; Brennstuhl, Tarquinio, & Montel, 2015; Shipherd et al., 2007). 
Conversely, the Canadian Community Health Survey revealed much lower rates, where 
7.7% of people living with fibromyalgia also had PTSD symptoms, while 46% of 
individuals with chronic back pain had PTSD symptoms (Sareen et al., 2007). 
 Wilson et al. (2011) found that women who had experienced IPV were more 
likely to have co-occurring physical pain and PTSD symptoms. In essence, PTSD 
symptomology has been found to uniquely predict chronic pain among abused women in 
some studies (Woods, Hall, Campbell, & Angott, 2008), but not in others (Humphreys, 
Cooper, & Miaskowski, 2010). There is some empirical support that PTSD mediates the 
relationship between abuse experience (child abuse and/or IPV) and chronic pain 
(Campbell, Greeson, Bybee, & Raja, 2008; Lang et al., 2006; Powers et al., 2014), 
including the relationship between psychological abuse-related IPV and chronic pain 
among Chinese women (Tiwari, Fong, Chan, & Ho, 2013). Among Canadian women 
who had left the abusive relationship, PTSD symptoms mediated the relationships 
between both child abuse and past IPV and current chronic pain (Wuest et al., 2009). 
The relationship between chronic pain and depression. In the general 
population, depression has been identified as a risk factor for health problems, such as 
chronic pain (Katon, Sullivan, & Walker, 2001; Kirmayer, Robbins, Dworkind, & Yaffe, 
1993). Longitudinal studies have noted that depression is a risk factor for the onset of 
chronic pain and disability-related to pain (Carroll, Cassidy, & Côté, 2004; Gureje, 
Simon, & Von Korff, 2001). In a review of literature, Bair, Robinson, Katon, and 
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Kroenke (2003) reported that, on average, 65% of depressed people experience one or 
more pain complaints. The co-occurrence of depression and chronic pain is called the 
depression-pain syndrome or the depression-pain dyad (Bair et al., 2003; Blier & Abbott, 
2001). 
Similar findings have been noted among women who have experienced IPV 
and/or child abuse. An overview of the literature revealed that depression and chronic 
pain co-exist among individuals with child abuse history (Arnow, 2004). As well, studies 
have reinforced that IPV, chronic pain, and depression co-occur (Cerulli et al., 2012; 
Koopman et al., 2007; Wuest et al., 2008). A dose-response relationship was also found 
between chronic pain and depression among abused women (Humphreys et al., 2010). In 
a study of abused women, nearly 20% of those who experienced sexual abuse also 
experienced substantial depressive symptoms and chronic pain, but depressive symptoms 
were associated with history of abuse, whereas pain was unrelated to abuse (Poleshuck, 
Giles, & Tu, 2006). This result might indicate that depression mediates the relationship 
between abuse and chronic pain, but this hypothesis was not tested by the researchers. 
Wuest et al (2010) found that depressive symptoms mediate the impacts of both child 
abuse and assaultive IPV on chronic pain. However, Tiwari et al (2013) found no 
evidence that depressive symptoms mediated the relationship between IPV and chronic 
pain among Chinese women. Thus, the mediating role of depressive symptoms in the 
relationship between abuse and chronic pain needs further study. Whether depressive 
symptoms result in chronic pain or vice versa still needs further study. 
Summary. There is evidence that IPV and child abuse are risk factors for chronic 
pain. However, the role of abuse experiences, particularly psychological abuse, in 
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development of pain as a long-term health consequence is still not fully understood. In 
addition, mental health, including PTSD and depressive symptoms, has been linked to 
chronic pain in the general population and women who have experienced abuse. While 
PTSD was found to mediate the relationship between the abuse experiences (child abuse 
and/or IPV) and chronic pain, the role of depressive symptoms in the relationship 
between abuse experiences and chronic pain is not studied well in the literature. 
Moreover, the literature lacks of research that look to the mechanism by which wife 
abuse and child abuse result in chronic pain among Saudi women, whose culture differs 
from women in Western countries. 
Social Support 
In the theoretical literature, there are a number of perspectives on social support 
and its relationship to health. For example, the supportive actions theory hypothesizes 
that social support is helpful in promoting coping and reducing the effects of a stressor 
(Cohen & Hoberman, 1983; Cohen & Mckay, 1984). Appraisal theory also emphasizes 
that social support could protect persons against the stressful events by leading them to 
interpret stressful situations less negatively, because how a person interprets conditions 
(appraisals) is crucial in determining an event’s stressfulness (Lazarus, 1966; Lazarus & 
Folkman, 1984). Social cognition theory views social support based on the perception of 
support. Thus, if a person has beliefs regarding the supportiveness of some people, the 
thoughts about social support are formed to fit these existing beliefs (Lakey & Cohen, 
2000). Social support theorists argue about the effects of social support on health and 
whether social support mediates or moderates the effects of stressful events on well-being 
(Cohen & Wills, 1985). However, the mechanism or the process behind the mediating 
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effect of social support is inconsistent or unclear in the theoretical literature. Lack of 
clarity regarding these mechanisms could be attributed to the complexity of the concept. 
Defining Social Support 
There is a lack of consensus about how to define social support, because it is a 
complex concept that has been described in terms of social networks, availability of 
confidants, and meaningful social contact (Ducharme, Stevens, & Rowat, 1994). Social 
support has been conceptualized as both the social network (i.e. the size, structure, and 
frequency of contact with the network of people surrounding a person) and functional 
support, which is additionally categorized as either received or perceived social support 
(Bates & Toro, 1999). Received social support refers to the actual resources provided by 
the social network, while perceived social support (from friends or family members) 
focuses on the subjective perception of support that is available (Barrera, 1986). The 
distinction between support from family members or friends has been considered 
imperative, because different populations depend on different sources of support 
(Procidano & Heller, 1983) and cultural differences could be a key factor on how people 
utilize support (Kim, Sherman, & Taylor, 2008). For example, Latinos and Asian 
Americans utilize support mainly from family members to cope with distress (Campos et 
al., 2008). Moreover, there could be a unique relationship between friend support and 
psychological stress that is different from the relationships of family support and stress 
(Horwitz, Reynolds, & Charles, 2015). 
A major conceptual issue in the social support literature relates to whether social 
support is a multidimensional or unidimensional concept (Ducharme, Stevens, & Rowat, 
1994). Conceptual and definitional inconsistencies have led to measurement issues. Many 
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social support scales have been developed, but these measures are not interchangeable 
since conceptualizations of social support vary widely. Different measures reflect specific 
theoretical perspectives, with scales measuring social network size, the person’s 
satisfaction with the support, the source of support (e.g. family members, friends), and 
whether the support is actually provided or perceived to be available if needed 
(Ducharme et al., 1994).  
Social Support and Child Abuse and IPV  
It has been proposed that social support mediates the stress– distress connection 
(Lepore, Evans, & Schneider, 1991), such that higher levels of stress erode social 
support, resulting in poorer mental health (Taylor, 2012). In terms of child abuse, studies 
support the relationship between child abuse and women’s perception of available social 
support and sense of attachment with a social network in adulthood (Seeds, Harkness, & 
Quilty, 2010; Sperry & Widom, 2013), whereas other studies report no relationship 
between child abuse and social support (Marcenko, Kemp, & Larson, 2000; McLewin & 
Muller, 2006). Lack of social support has been linked to the development of health 
problems among women who have experienced child abuse (Schumm, Briggs-Phillips, & 
Hobfoll, 2006). Researchers have found that social support mediates the relationship 
between child abuse and symptoms of PTSD (Vranceanu, Hobfoll, & Johnson, 2007) and 
depression (Sperry & Widom, 2013). Social support was found to fully mediate the 
relationship between child abuse and general health, as well as somatic complaints during 
adulthood (Herrenkohl et al., 2016). The level of social support among child abuse 
survivors influences allostatic load (i.e. cholesterol, C-reactive protein, and creatinine) in 
72 
 
 
adulthood (Horan & Widom, 2015), which means social support mediates the 
relationship between child abuse and physical health. 
In the context of IPV, exposure to abuse among women weakens their social 
support. Abused women sometimes distance themselves from their social network due to 
shame and guilt (Constantino & Bricker, 1997) or, because they are stressed and 
humiliated, they pull away (LaViolette & Barnett, 2013). Abusive partners have also 
been found to intentionally isolate women from friends and family members (Refaeli, 
Levy, Ben-Porat, Dekel, & Itzhaky, 2016). Therefore, women who have experienced IPV 
often have less access to social support than non-abused women (Katerndahl, Burge, 
Ferrer, Becho, &Wood, 2013; Montero, Martín-Baena, Escribà-Agüir, Vives-Cases & 
Ruiz-Pérez, 2015). However, it is still not clear if low social support results in increased 
vulnerability to IPV or if low social support is caused by IPV. In cross-sectional studies, 
social support has been associated with fewer symptoms of physical and/or psychological 
distress among women who have experienced IPV (Bradley, Schwartz, & Kaslow, 2005; 
Coker et al., 2003). More specifically, social support among abused women has been 
negatively associated with symptoms of PTSD (Bradley et al., 2005; Samuels-Dennis et 
al., 2013) and depression (Mburia-Mwalili, Clements-Nolle, Lee, Shadley, & Yang, 
2010; Ridings et al., 2016), and positively associated with general health (Coker et al., 
2003). A dose-response relationship was found between social support and severity of 
depressive symptoms among women who have experienced IPV (Dougé, Lehman, & 
McCall-Hosenfeld, 2014).  
Empirical evidence supports the mediating effect of social support on the 
relationship between IPV and mental health. Tangible support (i.e. financial and practical 
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help) has been found to mediate the relationship between IPV and PTSD symptoms 
(Glass, Perrin, Campbell, & Soeken, 2007). Similarly, perceived social support was 
found to mediate the relationship between IPV and depression over the two-year period 
(Beeble, Bybee, Sullivan, & Adams, 2009). However, evidence of the mediating effect of 
social support on the relationship between IPV and women’s mental health has not been 
supported in some studies (e.g. Lee, Pomeroy, & Bohman, 2007). Inconsistencies in 
findings could be attributed to the use of different conceptualizations and measures of 
social support across studies. In terms of physical health, researchers have found that 
social support is negatively related to chronic pain (Hughes et al., 2014; Van der Lugt, 
Rollman, Naeije, Lobbezoo, & Visscher, 2012) in the general population. However, the 
relationship between social support and chronic pain among abused women has not been 
examined. The mediating effect of social support on the relationship between both IPV 
and child abuse and chronic pain requires further study.  
The literature has not distinguished between the family and friend support in 
relation to women’s mental and physical health in the context of IPV. Support from 
family and friends may affect, or be affected by, IPV in different ways (Agoff, Herrera, 
& Castro, 2007; Hadeed & El-Bassel, 2006). A recent study revealed that social support 
from family significantly decreased the prevalence of IPV, while support from friends did 
not (Wright, 2015). Yet, these differences have not been examined relative to women’s 
health. 
In Arab countries, two studies have examined social support among women who 
have experienced wife abuse and both found negative relationships between perceived 
social support and experiencing of wife abuse. Al-Modallal (2012b) conducted a cross-
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sectional study of refugee women in Jordan and found that abused women, compared to 
non-abused women, reported lower psychological support from their families, but did not 
test the relationship between social support and women’s health. Another study 
examining the mental health consequences of wife abuse among Jordanian women found 
that high levels of depressive symptoms were associated with low levels of social support 
from family (Hamdan-Mansour et al., 2011). However, the sample in this study was a 
small (n=93) and the mediating effect of social support was not examined. Among Saudi 
women who lived in UK, women identified wife abuse as a main factor interfering with 
their social well-being. These women lost interest in socializing with their friends and 
isolated themselves from their colleagues. In addition, they perceived lack of social 
support from family and friends as a factor that influence their exposure to wife abuse 
and heightened its negative effects (Alhabib, 2011). No quantitative studies have been 
conducted in Saudi Arabia to examine the relationship between perceived social support 
and women’s health. 
Summary. There is some evidence that IPV and child abuse weaken women’s 
social support systems, and that social support exerts both direct and mediating effects on 
the health of women who have experienced IPV. However, there is still inconsistency 
about the specific role played by social support and most research has focused on 
women’s mental health without considering their physical health. Additionally, most 
previous studies have been conducted in Western countries. Therefore, the same effects 
cannot be assumed in the Saudi cultural context. 
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Conclusion 
Very few studies of the prevalence of wife abuse and child abuse in Saudi Arabia, 
have been conducted. Existing studies of wife abuse in Saudi Arabia are limited by the 
use of unvalidated measures, leading to varied prevalence rates and differences in 
interpretations. A number of researchers developed their own questionnaires without 
providing information about their psychometric characteristics and failed to identify the 
time frame for which the abuse was measured. In addition, most of the studies in Saudi 
Arabia have only focused on physical abuse. In general, the negative effects of IPV and 
child abuse on women’s health are well documented in the literature. Child abuse and 
IPV are associated with higher PTSD and depressive symptoms, and chronic pain. In 
addition, there is evidence that social support mediates the relationship between IPV and 
women’s mental health. However, there remains a need to extensively examine the causal 
pathways which explain how abuse experiences (IPV and child abuse) lead to chronic 
pain among women who have experienced IPV. Whether depression and PTSD have 
similar effects on chronic pain has not yet been well addressed. Furthermore, whether 
social support mediates the relationship between abuse experiences (IPV and child abuse) 
and chronic pain has not been well examined. Moreover, much of what is known has 
been derived from studies conducted in Western countries, with very few studies 
conducted in more diverse contexts, including Saudi context. While these studies provide 
insights about the harmful impacts of IPV and the role of social support, they are not 
generalizable to Saudi women. Given that Saudi women’s context is unique, the extent to 
which wife abuse leads to poor mental and physical health outcomes and factors which 
explain these relationships need further study. 
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CHAPTER THREE 
ARTICLE ONE 
FACTORS MEDIATING THE IMPACTS OF CHILD ABUSE AND INTIMATE 
PARTNER VIOLENCE ON CHRONIC PAIN AMONG SAUDI WOMEN 
Intimate Partner Violence (IPV) has received increasing recognition as a 
significant public health problem and a fundamental violation of women’s rights (World 
Health Organization, 2013). Defined as a pattern of physical, emotional, and/or sexual 
abuse by an intimate partner in the context of coercive control (Tjaden & Thoennes, 
2000), IPV has been linked to an extensive array of health problems, including traumatic 
brain injury, poor immune functioning, migraines, fatigue, post-traumatic stress disorder, 
anxiety, and depression (Campbell, 2002; Dillon, Hussain, Loxton, & Rahman, 2013; 
Wong & Mellor, 2014). Abused women make more health care system visits than women 
in the general population (Ford-Gilboe, Varcoe, Noh et al., 2015; Plichta, 2007), resulting 
in increased costs (Varcoe et al., 2011). 
Evidence has highlighted the relationship between chronic pain and both IPV 
(Humphreys, Cooper, & Miaskowski, 2011; Tiwari, Fong, Chan, & Ho, 2013; Wuest et 
al., 2008) and child abuse (Anda, Tietjen, Schulman, Felitti, & Croft, 2010). It has also 
found that abused women experience disability related to chronic pain (Coker, Smith, & 
Fadden, 2005; Wuest et al., 2008), which negatively impacts women’s ability to work, 
sustain an independent life, and care for themselves and their children. While the 
literature suggests that chronic pain is a negative and often disabling health consequence 
of IPV and child abuse, the pathways that explain the impact of abuse on chronic pain are 
still poorly understood. In addition, social support plays a role in recovering from 
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traumatic experiences (Herman, 1992), but whether it mediates the impact of abuse on 
chronic pain has not previously examined. 
Research on the health consequences of IPV has contributed significantly to 
scientific evidence, yet this research has been carried out mainly in North America and 
other developed countries and thus, may not be generalizable to Saudi women. The socio-
cultural context which shapes child abuse, IPV (wife abuse) and women’s health in Saudi 
Arabia (SA) is different than in North America, and these differences could lead to 
different health outcomes for women. Saudi society has a patriarchal ideology that is 
linked to gender inequality and wife abuse is viewed as a private matter. The lifetime 
prevalence of wife abuse in Saudi Arabia has been estimated at 57.7% (Tashkandi & 
Rasheed, 2009). However, there is still a lack of knowledge about how wife abuse leads 
to health outcomes that are not directly related to injuries, but, rather, arise from living 
under conditions of chronic stress. A few studies suggest that Saudi women who have 
experienced wife abuse are more likely than other women to report health problems 
including poor health functioning (Al-Faris et al., 2014; Bohlaiga et al., 2014), chronic 
pain (Afifi et al., 2011), fatigue (Alhabib, 2011), chronic disease (Barnawi, 2015), and 
depression (Eldoseri, Tufts, Zhang & Fish 2014). Still, the frequency and severity of 
these health problems have not been assessed using well-established measures and the 
mechanism by which abuse leads to these health issues have not been tested. This 
evidence is needed to increase recognition of IPV as a public health matter that needs 
action on multiple levels. Absence of accurate understanding about wife abuse and its 
outcomes in the Saudi context might lead to policies and services that undermine 
women’s safety and health.  
131 
 
 
Thus, the aim of this study was to enhance understanding about the health 
consequences of wife and child abuse among Saudi women by testing a theoretical model 
examining the mechanisms through which severity of both wife and child abuse result in 
chronic pain severity, with a specific focus on the mediating roles of mental health (post-
traumatic stress disorder and depressive symptoms) and social support. 
Review of Literature 
Chronic pain is defined as pain that persists for three to six months or longer than 
the time for normal healing process (Institute of Medicine, 2011). For individuals, 
chronic pain results in a range of emotional and behavioral changes (Dima, Gillanders, & 
Power, 2013), depletes emotional reserves (Snelgrove, & Liossi, 2013), causes low 
quality of life (Gormsen, Rosenberg, Bach, & Jensen, 2010), impacts interpersonal and 
family functioning (Kowal, Wilson, McWilliams, Péloquin, & Duong, 2012), and 
decreases productivity (Gangapersad, Brouwer, Kurilsky, Willis, & Shaw, 2010). At the 
system level, chronic pain is costly as a result of healthcare utilization (Gaskin, & 
Richard, 2012; Pasquale et al., 2014).  
Origins of Chronic Pain 
Since the introduction of the gate control theory of pain, which assumes that the 
experience of pain is affected by both psychosocial and physiological factors (Engel, 
1977), chronic pain has been understood as a result of a complex biopsychosocial process 
(Chapman, Tuckett, & Song, 2008; Gatchel, Peng, Peters, Fuchs, & Turk, 2007). The 
biopsychosocial model describes pain as the dynamic interplay among physiologic, 
psychological, and social factors that leads to persistent pain (Gatchel, 2004). The onset 
and continuation of chronic pain could be caused by psychosocial factors, including 
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events such as trauma or reactions to an event such as stress perception (Harkness, 
Macfarlane, Nahit, Silman, & McBeth, 2004; Thomtén, Soares, & Sundin, 2011). For 
instance, adverse life events (Ghosh & Sharma, 2010) and workplace bullying 
(Saastamoinen, Laaksonen, Leino‐Arjas, & Lahelma, 2009) are related to the emergence 
of chronic pain. An individual’s resources, such as social support, are inversely 
associated with chronic pain (Ferreira-Valente, Pais-Ribeiro, & Jensen, 2014). Thus, the 
biopsychosocial approach in clinical practice offers a significant avenue for chronic pain 
management (Gatchel, McGeary, McGeary, & Lippe, 2014). 
Exposure to chronic stressors or trauma results in prolonged activation of the 
stress system leading to allostatic load, which is the cost being paid by the body when it 
adapts to adverse and constant stressors (McEwen, 2000). A possible consequence of 
allostatic load is dysfunction of hypothalamic-pituitary-adrenal (HPA) axis (Vachon-
Presseau et al., 2013) which induces alterations in cortisol level (Hannibal & Bishop, 
2014) and pro-inflammatory cytokine levels (Padgett & Glaser, 2003; Totsch et al., 
2015). Abnormal cortisol levels cause deficiency of tissue repair, impairment in immune 
system, atrophy of muscle tissue, and excessive inflammation, causing a condition of 
chronic pain (McBeth et al., 2005; McEwen, 2001). Exposure to chronic stress might also 
dysregulate descending modulatory systems responsible for inhibiting incoming pain 
(Fields, 2000). Chronic stress, additionally, triggers changes in brain areas, including in 
the prefrontal cortex and hippocampus, which directs the individual’s attention to pain 
(Przekop, 2015) and causes changes in pain perception (Mutso et al., 2012). 
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Chronic Pain among IPV and Child Abuse Survivors 
 The relationship between chronic pain and IPV has been established in the 
literature. Several studies have found that the prevalence of chronic pain among women 
who have experienced IPV ranges from 38% to 94.5% (Campbell et al., 2002; Coker, 
Smith, Bethea, King, & McKeown, 2000; Sutherland et al., 2002; Wuest et al., 2008). 
Disability related to chronic pain is also a prevalent issue among abused women (Coker 
et al., 2005). For example, in a sample of Canadian women (Wuest et al., 2008), 35.3% of 
abused women experienced high disability related to chronic pain, compared to a national 
average of 18%. As well, child abuse has been linked to chronic pain in adulthood 
(Walsh, Jamieson, MacMillan, & Boyle, 2007) and a dose–response relationship between 
child abuse and chronic pain has been found (Anda et al., 2010; Nicolson, Davis, 
Kruszewski, & Zautra, 2010).  
Similar to other stressors or trauma, chronic pain in abused women could be a 
result of a biopsychosocial response to abuse. First, chronic pain could stem from 
neuropathic alterations associated with abuse related-injuries (Woolf & Mannion, 1999). 
Second, psychological abuse experiences trigger physiological changes in abused 
women, such as HPA axis dysfunction (Heim, Ehlert, Hanker, & Hellhammer, 1998), 
abnormal levels of cortisol (Nicolson, Davis, Kruszewski, & Zautra, 2010), and 
alterations in pro-inflammatory cytokine levels (Woods et al., 2005). These physiological 
changes result in chronic pain (Heim et al., 1998; Nicolson et al., 2010). 
Mediators of the Relationship between Abuse and Chronic Pain 
In general, depression has been identified as a risk factor for the onset of chronic 
pain and disability-related to pain (Carroll, Cassidy, & Côté, 2004; Bair, Robinson, 
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Katon, & Kroenke, 2003). Among women who have experienced IPV and/or child abuse, 
depression and chronic pain often co-exist (Cerulli, Poleshuck, Raimondi, Veale, & Chin, 
2012; Koopman et al., 2007; Wuest et al., 2008), and more severe chronic pain is 
associated with greater depressive symptoms (Humphreys et al., 2011). While the role of 
depressive symptoms in mediating the impact of abuse on chronic pain has been 
examined, research findings are inconsistent. Wuest et al. (2010) found that depressive 
symptoms significantly mediated the relationships between both child abuse and IPV and 
chronic pain among Canadian women, whereas Tiwari et al (2013) found no evidence 
that depressive symptoms mediated the relationship between IPV and chronic pain 
among Chinese women.  
Research has also documented the co-occurrence of chronic pain and 
posttraumatic stress disorder (PTSD) in different populations (Outcalt et al., 2015; Scioli-
Salter et al., 2015). Similarly, among IPV survivors, PTSD symptoms often co-occur 
with chronic pain (Wilson et al., 2011), and uniquely predict chronic pain (Woods, Hall, 
Campbell, & Angott, 2008). Moreover, there is evidence that PTSD mediates the 
relationship between abuse experience (child abuse and/or IPV) and chronic pain 
(Campbell, Greeson, Bybee, & Raja, 2008; Lang et al., 2006; Powers et al., 2014; Tiwari, 
Fong, Chan, & Ho, 2013; Wuest et al., 2009).  
Although PTSD and depression often co-occur in many people who have 
experienced trauma (Lagdon, Armour, &Stringer, 2014; O'Donnell, Creamer, & Pattison, 
2004; Pigeon et al., 2011), they are generally considered to be distinct reactions to 
traumatic events (Chiu et al., 2011; Madianos, Sarhan, & Koukia, 2011; Post, Feeny, 
Zoellner, & Connell, 2016). It has been argued that the comorbidity of depression with 
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PTSD could be attributed to common causation (i.e. outcomes of a common set of risk 
factors) (Stander, Thomsen, Highfill-McRoy, 2014). Another body of literature suggests 
that the overlapping symptoms of depression and PTSD (e.g. insomnia, diminished 
concentration, and anhedonia) could account for the comorbidity (Brady, Killeen, 
Brewerton, & Lucerini, 2000; Wright et al., 2011). Specifically, a negative emotionality 
trait in both PTSD and depression could be a contributor to the co-occurrence (Post et al., 
2016; Post et al., 2011). Other researchers have argued that co-occurring PTSD and 
depression is a single traumatic stress construct (Elhai et al., 2011; O’Donnell, Creamer, 
& Pattison, 2004).  
In spite of the overlap among PTSD and depressive symptoms, there are distinct 
biological profiles associated with PTSD versus depression (Yehuda, 1998). For 
example, PTSD has been consistently linked to low levels of cortisol (Sherin & 
Nemeroff, 2011; Yehuda & LeDoux, 2007), whereas elevated cortisol levels have been 
reported in depression (Adam et al., 2010). Since cortisol is anti-inflammatory and 
immunosuppressant (McEwen, 2003), the low level of cortisol in PTSD results in 
inflammation and chronic pain (Papadopoulos & Cleare, 2012; Riva, Mork, Westgaard, 
Ro, & Lundberg, 2010; Wingenfeld et al., 2008). Depression is associated with changes 
in prefrontal cortex volume (Kong et al., 2013) and hippocampus (Kiy et al., 2011), 
which both result in emotional and cognitive aspects of pain (Bushnell, Čeko, & Low, 
2013; Covey et al., 2000). Further investigation is still needed to assess the pathways by 
which depressive symptoms as well as PTSD symptoms mediate the relationship between 
abuse and chronic pain. Research is also needed to tease out the differences between 
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depressive and PTSD symptoms in terms of their mediation effects between the severity 
of abuse experiences and chronic pain. 
Social Support 
The health of abused women is shaped by their resources, including perceptions 
of social support from family members and/or friends (Barrera, 1986). The distinction 
between family members’ support and friends’ support is important, because there is 
evidence that they function differently and various populations depend on diverse sources 
of support (Kim, Sherman, & Taylor, 2008; Procidano & Heller, 1983).  
The experience of IPV decreases women’s social support, because abusers 
intentionally isolate women (Refaeli, Levy, Ben-Porat, Dekel, & Itzhaky, 2016) and 
women may distance themselves from their social networks due to the feeling of shame, 
humiliation, and guilt (Constantino & Bricker, 1997; LaViolette & Barnett, 2013). 
Family members and friends might help in different ways, such as providing emotional 
support, shelter, resources, and connections with formal resources (Ford-Gilboe, Varcoe, 
Wuest, & Merritt-Gray, 2010). Women’s perceptions of social support have been 
negatively associated with a wide range of health problems, including symptoms of 
PTSD (Bradley, Schwartz, & Kaslow, 2005; Samuels-Dennis, Bailey, Killian, Ray, 2013) 
and depression (Chuang, Cattoi, Camacho, Dyer, & Weisman, 2012; Ridings et al., 
2016). In the context of child abuse, a negative relationship between child abuse and 
perceived social support in adulthood has been supported (Horan & Widom, 2015; Seeds, 
Harkness, & Quilty, 2010). Lack of social support as a result of child abuse has also been 
linked to the development of health problems among women (Schumm, Briggs-Phillips, 
& Hobfoll, 2006). 
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Furthermore, social support mediates the relationship between severity of abuse 
and health problems, such that higher levels of abuse erodes social support, resulting in 
poorer health. Specifically, social support has been found to mediate the relationship 
between abuse experiences and symptoms of PTSD (Glass, Perrin, Campbell, & Soeken, 
2007; Vranceanu, Hobfoll, & Johnson, 2007), depression (Beeble, Bybee, Sullivan, & 
Adams, 2009; Sperry & Widom, 2013), somatic complains (Herrenkohl et al., 2016), and 
general mental and physical health (Ford-Gilboe et al., 2009). However, some studies 
have failed to find support for mediation (Guruge et al., 2012; Lee, Pomeroy, & Bohman, 
2007). The role of social support in mediating the impact of abuse on chronic pain has 
not been examined. 
Therefore, this study addresses the need to better understand the relationships 
among severity of wife abuse (IPV), child abuse, perceived social support, PTSD 
symptoms, depressive symptoms, and chronic pain severity by testing a conceptual model 
which explains how abuse severity leads to chronic pain among Saudi women. The study 
has the potential to enhance the understanding of the distinct role of both PTSD and 
depressive symptoms in mediating the impact of abuse on chronic pain. The knowledge 
from this study is essential for recognizing how Saudi women respond to the abuse 
experiences in comparison to women in Western countries. Most importantly, study 
findings could shed light on essential windows of opportunity for interventions to 
diminish the effects of abuse on women’s chronic pain. 
Theoretical and Hypothesized Model 
The conceptual model underlying this study is based on the Stress Process Model 
(SPM), which addresses how chronic stress impacts health and factors that mediate this 
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process (Pearlin, Menaghan, Lieberman, & Mullan, 1981). SPM includes three core 
concepts: stressors, stress mediators, and health outcomes. A stressor is an enduring or 
recurrent problem that originates in the person’s life and social context, such as 
interpersonal conflict (Pearlin, 1989; 1995). Stress mediators are resources that increase 
or decrease as a result of exposure to stressors and, in turn, exert effects on individual 
health (Pearlin, 1999; Pearlin et al., 1989). Outcomes in the SPM are conceptualized as 
the manifestations of the impact of the stressor on individual health (Pearlin, 1989; 
Pearlin et al., 1997).  
The conceptualized model that explains the impacts of child abuse and IPV on 
chronic pain was hypothesized (Figure 1). In the model, severity of both wife abuse and 
child abuse would exert a direct positive effect on women’s mental health problems 
(PTSD and depressive symptoms) and chronic pain severity and a negative effect on 
perceived social support. Perceived family support would exert a direct negative effect on 
women’s mental health problems (PTSD and depressive symptoms) and chronic pain 
severity and also mediate the relationships between both severity of wife abuse and child 
abuse and women’s health outcomes, such that more severe wife abuse and child abuse 
decrease women’s perceived family support leading to more health problems.  
Furthermore, mental health (PTSD and depressive symptoms) would mediate the 
relationships between severity of child abuse and wife abuse and chronic pain severity. 
Since PTSD and depressive symptoms are different reactions to traumatic events, the 
conceptual model was analyzed two times with a different mental health variable. In 
model 1, mental health is operationalized as PTSD symptoms, while in model 2, mental 
health is operationalized as depressive symptoms. 
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  Figure 1: Hypothesized structural equation model derived from the Stress Process  
Model 
 
Method 
Design 
A cross-sectional, predictive study was conducted to test the hypothesized models 
(Figure1) among Saudi women. The cross-sectional approach is appropriate as a first step 
in model testing. The predictive design is appropriate to determine the impact of abuse 
exposure on Saudi women, because it helps to develop and test a model, where 
information from one or more predictors can be used to predict the phenomena of interest 
(Pedhazur & Pedhazur-Schmelkin, 1991). 
Setting  
Nine primary health care centers served as the study sites. Eight of these centers 
were operated by the Ministry of Health (MOH) and serve Saudi nationals and non-
Saudis in in different parts of Dammam, the capital of the Eastern Province. One center, 
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located in the capital city Riyadh, was operated by the Ministry of the National Guard 
Health Affairs (MNGHA) and served military personnel and their dependents, Saudi and 
non-Saudi employees and dependents of the MNGHA and its affiliated university, King 
Saud bin Abdulaziz University for Health Sciences, and research center, the King 
Abdullah International Medical Research Center. These centers provide free curative, 
preventive, promotive and rehabilitation services including maternal and child health, 
immunizations, management of chronic diseases (e.g. hypertension and diabetes), 
provision of essential drugs, and health education. Most centers have dental clinics, X-ray 
equipment, and on site laboratories. 
Sample 
A convenience sample of 299 married Saudi women, who were between the ages 
of 18 and 64 years, and had experienced wife abuse in the past 12 months was recruited 
between June and August 2015 as they presented for health care for themselves or for 
their children. Women were asked by the staff if they were interested in participating in a 
women’s health study. Those who agreed to participate were screened for eligibility by 
the researcher in a private room. Exposure to wife abuse was confirmed using the Arabic 
version of the Abuse Assessment Screen (AAS; Parker & McFarlane, 1991) which 
included four items capturing physical abuse, forced sex, fear of partner, and experiences 
of coercive control. At least one affirmative response on the AAS items was considered 
positive for wife abuse. The PHC centers were gender segregated, but if husbands were 
waiting outside, women were considered ineligible in order to avoid increasing their risk 
of harm or conflict with their husbands. Women’s children over the age of two were not 
allowed to attend the interview, because at this age, their cognitive abilities would allow 
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them to understand the nature of the discussion. They also can form short complete 
sentences with 2 to 4 words and most of the time their speech can be understood by 
others (Centers for Disease Control and Prevention, 2014). 
The sample size was based on the use of structural equation modeling (SEM) for 
the statistical analysis. According to Kline (2011), 200 is the minimum sample size to test 
simple models using SEM, with more complex models requiring larger samples to 
produce stable estimate and, therefore, more accurate results (Ullman, 2006). In order to 
reach this number, 774 women were screened for wife abuse and 311 (40.2%) of those 
screened had a positive result. Non-eligible women were thanked for their interest in the 
study. Six of 311 women who screened positive for abuse were not willing to participate, 
resulting in 305 (98% of those eligible) women who agreed to participate. Eligible 
women were provided with a verbal description of the study, invited to participate, and 
asked to sign the consent. Six cases were excluded from the study, as four cases had 
missing data ranging from 20.7% to 71.4% on main variables and two cases answered 
‘never’ to all items on the measure of abuse used in this study, despite having screened 
positive for IPV based on the AAS. Thus, the total sample for the study was 299. 
In terms of the sample’s demographic characteristics (Table 1), the mean age of 
participants was 36.1 years (SD= 10.20, range 18–64). Although all women screened 
positive for wife abuse, only 31.4% of women reported that they believed that their 
husbands were abusive. The vast majority of women (92.3%) were mothers. Women’s 
educational backgrounds varied; 10.7% were unable to read and write, 30.1% had 
completed elementary school, 29.1% had completed high school, and 21.4% had earned a 
university/college degree. Only 22.7% of women were employed and the mean of their 
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personal income was 1,702 Saudi Riyal (SR) ($589 Canadian) per month (SD= 3,522 
SR). Women’s total household monthly incomes ranged from 0 to 53,000 SR ($0 to 
$18,550 Canadian) per month with a mean 9,455 SR ($3,309 Canadian) (SD= SR 7,324). 
However, 5.6% of women did not know their husband’s income. 
Table 1: Profile of Demographic Characteristics of the Sample (N=299). 
Characteristics Range Mean SD % (n) 
 Age 18-64 36.1 10.20 - 
Years of Marriage 0.08- 45 15.0 11.227 - 
Polygamous Marriages - - - 18.7 (56) 
Mothers - - - 92.3 (276) 
Number of children 0-14 4.23 3.021 - 
Duration of wife abuse (Years) 0.08-45 11.4 9.985 - 
Believed Husbands Abusive  - - - 31.8 (95) 
Unable to read and write - - - 10.7 (32) 
Formal Education 
   Elementary school 
   High school 
   Diploma 
   University degree    
- 
- 
- 
- 
- 
- 
- 
- 
- 
- 
- 
- 
 
30.1 (90) 
29.1 (87) 
2.7 (8) 
21.4 (64) 
Monthly total household income (SR)1 0-53,000 9,455 7,324 - 
Monthly women’s income (SR)2 0-23,000 1,702 3,522 - 
Employed - - - 22.7 (68) 
1 Monthly total household income in CAD (range: 0-18,550; mean: 3,309; SD: 2,563). 
2Monthly women’s income in CAD (range: 0-8,050; mean: 595; SD: 1,232).  
Study Procedures  
Women who were eligible and interested in participating signed a written consent 
before data collection began. The consent was read to illiterate women and they were 
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asked to provide a thumb print to indicate consent. Data were collected using structured 
interviews (SI) in Arabic by the researcher and seven Research Assistants (RAs) who 
received standardized training in all study protocols to promote consistency in the data 
collection process and to reduce risks to women’s safety. The SIs consisted of 
standardized self-reported measures and survey questions designed to elicit information 
about women’s experiences of wife abuse, health, resources, and demographic 
characteristics. The interviews took, on average, 20 to 40 minutes to complete and were 
conducted in a private room at the primary health care center. During and at the end of 
the interview, a debriefing was conducted with each woman using a standard protocol 
(Appendix L). Safety guidelines (Appendix K) were also used to guide the interactions 
with women. Each woman received a gift certificate of 50 SR ($16 Canadian) from a 
local grocery store as a token of appreciation.  
Ethics approval was obtained from the Research Ethics Board at Western 
University and Institutional Review Board (IRB) for both Ministry of Health and King 
Abdullah International Medical Research Center (KAIMRC) /MNGHA in Saudi Arabia 
prior to recruitment. 
Measurement 
Data were collected using six established self-report measures, each of which has 
good evidence of reliability and validity, along with survey questions to gather 
demographic information. All measures were originally created and tested by English; for 
the purpose of the study, Arabic versions of each scale were used. 
Wife abuse (IPV) severity. In this study, a 27-item Arabic version of the 
Composite Abuse Scale (see Chapter Five) was used to measure Severity of Wife Abuse. 
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The Original 30-item Composite Abuse Scale is a self-report measure of IPV experiences 
among women developed by Hegarty and Colleagues (Hegarty, Bush, & Sheehan, 2005). 
On the CAS, women are asked to rate how often in the past 12 months they experienced 
abusive actions on a 6-point likert scale (ranging from 0 = never to 5 = daily). The total 
CAS score can be computed by summing responses on the 30 items, where a score of 7 or 
higher has been used as the criterion for exposure to IPV. The CAS can also be used to 
compute scores for four dimensions of abuse: Severe Combined Abuse, Emotional 
Abuse, Physical Abuse, and Harassment (Hegarty, Sheehan, & Schonfeld, 1999). The 
CAS was originally validated (Hegarty et al., 1999) and psychometrically tested with a 
clinical population of 1836 general practice patients (Hegarty et al., 2005). The CAS has 
been used to identify IPV among clinical populations in different countries, such as 
Australia (Gartland, Hemphill, Hegarty, & Brown, 2011), Canada (MacMillan et al., 
2009), Russia (Lokhmatkina, Kuznetsova, & Feder, 2010), and the Netherlands 
(Prosman, Jansen, Lo Fo Wong, & Lagro-Janssen, 2011). Among the previous studies, 
the CAS has demonstrated internal reliability, with a Cronbach's alpha of .90 or more for 
each sub-scale (Hegarty et al., 1999; Hegarty et al., 2005). 
The Arabic version of the CAS was adapted and translated from the English 
version using a multi-method approach and initially tested with 718 Saudi women living 
in the UK, although reliability and validity were not reported (Alhabib, Feder, & 
Horwood, 2013). The Arabic CAS retains the same format as the original CAS, and 
includes 29 of 30 items; one sexual abuse item (puts foreign objects in my vagina) was 
removed because it was seen as inappropriate to the culture and intrusive for Saudi 
women (Alhabib et al., 2013). In this study, we examined the factor structure of Arabic 
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CAS using confirmatory factor analysis (CFA) and exploratory factor analysis (EFA), 
and estimated its reliability, in order to determine whether it was appropriate for our use. 
As reported elsewhere (see Chapter Five for more details), our results from the CFA did 
not support the original four-factor structure (i.e. severe combined abuse, physical abuse, 
emotional abuse, and harassment) proposed by Hegarty. Subsequently, results of an EFA 
revealed that the item pool reliably distinguished four different types of abuse (physical 
abuse, verbal abuse, sexual abuse and controlling behavior). Based on EFA results and 
theoretical considerations, two items were dropped from the scale leaving 27 items. 
Internal consistency reliability of the total score was .903, with subscales demonstrating 
excellent to good internal consistency (alpha =.78 to .91). Based on these results, the 
manifest variable severity of wife abuse was measured in this study using the total score 
on the Arabic CAS. 
Severity of child abuse. The Arabic version of the Childhood Trauma 
Questionnaire (CTQ; Al-Zahrani, 2003) was used in this study to measure severity of 
child abuse. The CTQ (Bernstein & Fink, 1998) is a 28-item self-report measure that 
provides brief screening for histories of abuse along five dimensions (i.e. emotional 
abuse, physical abuse, sexual abuse, emotional neglect, and physical neglect). 
Participants are asked to indicate the frequency with which each event was experienced 
on a 5-point likert scale (1 = never true, 3 = sometimes, 5 = very often true). On each sub-
scale, scores range from 5 to 25 with higher scores indicating greater severity. Cut-off 
scores for CTQ can be used to classify the abuse as “none to minimal,” “low to 
moderate,” “moderate to severe,” and “severe to extreme”. The original 28-item CTQ was 
tested and validated with a sample of 1,978 adults and adolescents (Bernstein et al. 2003). 
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The CTQ has demonstrated strong reliability among adults with substance abuse 
problems, adolescent psychiatric inpatients (Bernstein & Stein, 1998), African American 
patients at public urban hospitals (Heim et al., 2009), street youth (Forde, Baron, Scher, 
& Stein, 2012), and women exposed to IPV (Lang, Stein, Kennedy, & Foy, 2004; Wuest 
et al., 2009). Among these samples, Cronbach’s alpha was excellent for each of the abuse 
subscales: physical abuse (.81 to .99), emotional abuse (.83 to .98), and sexual abuse (.93 
to .95) (Bernstein & Fink, 1998; Forde et al., 2012; Heim et al., 2009; Lang et al., 2004; 
Wuest et al., 2009). 
The CTQ was translated into the Arabic language and pilot tested with a sample 
of 40 Arab graduate students living in Great Britain (Al-Zahrani, 2003). As a result of 
pilot testing, Al-Zahrani changed the five items related to sexual abuse to one indirect 
question about sexual abuse. This Arabic version has been used in one Saudi population 
study (Al-Zahrani, 2003), and with university students in Egypt (Mansour et al., 2010), 
and adolescents who attended a drug dependence clinic at a neuropsychiatry center (El-
Sawy & Abd Elhay, 2011). However, the previous studies suggest that it is reliable 
measure without reporting the Cronbach’s alpha values. Since sexual abuse is still an 
important indicator of severity of child abuse, these five items were included in the 
current study after translating them to Arabic using an integrated method to produce a 
linguistic and cultural translation (Sidani, Guruge, Miranda, Ford-Gilboe, & Varcoe, 
2010). A three-step process was followed: a) assessing conceptual equivalence of 
concepts, b) forward translation of items from English to Arabic, and, c) testing the items 
for comprehension and cultural validity with the target population. A pilot study 
(Appendix A) was conducted to test the full scale with a sample of 30 Arab immigrant 
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women living in Canada. In the pilot study, Cronbach’s alpha was 0.87 for emotional 
abuse, 0.92 for physical abuse, and 0.92 for sexual abuse. In this current study, 
Cronbach’s alpha was 0.78 for emotional abuse, 0.85 for physical abuse, and 0.85 for 
sexual abuse. The latent variable severity of child abuse was constructed using total 
scores for three subscales (physical, emotional, and sexual abuse) from the CTQ. 
PTSD symptoms. The PTSD Checklist-Civilian version (PCL-C; Weathers, Litz, 
Huska, & Keane, 1994) was used to measure PTSD symptoms after translating it to 
Arabic and evaluating its psychometric properties in preparation for this study (See 
Chapter Four). The PCL-C is a 17-item self-report rating scale that corresponds to the 
three DSM-IV symptom clusters of re-experiencing, avoidance/numbing, and 
hyperarousal. Respondents are asked how much they have been bothered by each PTSD 
symptom in the past month on a 5-point severity scale (ranging from 1= not at all to 5= 
extremely). Responses to all items are summed to yield a continuous measure of PTSD 
symptom severity (range 17-85); subscale scores for each cluster of PTSD symptoms can 
be computed using the same method. The most common screening cut-point used to 
determine the presence of PTSD is a score of 35 (Harrington & Newman, 2007). 
Weathers et al. (1993) provided initial psychometric data on the PCL including 
convergent validity, test-retest reliability, and internal consistency. It is now the most 
commonly utilized and extensively validated PTSD instrument (McDonald & Calhoun, 
2010; Wilkins, Lang & Norman, 2011). It has proven suitable for use in varied 
populations of people who have experienced trauma, including women with substance 
use disorders (Harrington & Newman, 2007), adults with child abuse experiences 
(Balsam, Lehavot, Beadnell, & Circo, 2010), and women who have experienced IPV 
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(Kelly, 2010). All reported Cronbach’s alphas coefficients are above 0.75 for the total 
score.  
For this study, an Arabic version of the PCL-C was developed using the approach 
previously described and pilot testing with a sample of 30 Arab women (Appendix A). In 
the pilot study, the Cronbach’s alpha was 0.96 for the total scale, 0.94 for re-
experiencing, 0.88 for avoidance, and 0.84 for hyperarousal. To determine if the Arabic 
PCL-C was suitable to use in the current study, its reliability was estimated and its 
validity (concurrent and construct validity) was also assessed (see Chapter Four for more 
details). As reported elsewhere, the Cronbach’s alpha was 0.89 for the total score, 0.81 
for re-experiencing, 0.76 for avoidance, and 0.76 for hyperarousal, suggesting adequate 
internal consistency and concurrent validity was supported. However, the CFA did not 
replicate the three-factor structure of DSM-IV (reexperiencing, avoidance/emotional 
numbing, and hyperarousal) but supported a five-factor Dysphoric Arousal model (Elhai 
et al., 2011) – reexperiencing, avoidance, numbing, dysphoric arousal, and anxious 
arousal (see Chapter Four for more details). Thus, the manifest variable PTSD symptoms 
was measured using the total the PCL-C score. 
Depressive symptoms. The Arabic version of 20-item Center for Epidemiologic 
Studies-Depression (CESD) Scale (Ghubash, Daradkeh, Al Naseri, Al Bloushi, & Al 
Daheri, 2000) was used. The CESD (Comstock & Helsing, 1976; Radloff, 1977) is a self-
report scale designed to measure depressive symptoms in the general population and 
reflects the DSM-IV criteria for depression. It asks respondents to rate the frequency of 
symptoms in the past week on a 4-point likert scale ranging from rarely or none (1) to 
most of the time (4). The standard cut-off point that has typically been recommended for 
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presence of depression is 16 (Weissman, Sholomskas, Pottenger, Prusoff, & Locke, 
1977). The CESD’s reliability, content validity, criterion validity, construct validity were 
initially assessed using household interview surveys and in psychiatric settings. The 
validity and factor structure were similar across various demographic characteristics 
(Radloff, 1977; Radloff & Locke, 1986). The CESD is among the most widely used self-
report measures of depressive symptoms (Van Dam, & Earleywine, 2011). It has 
established reliability and validity with different populations, including female survivors 
of IPV (Ford-Gilboe et al., 2009; Jarvis, Gordon, & Novaco, 2005) and low-income 
women attending primary care clinics (Thomas, Jones, Scarinci, Mehan, & Brantley, 
2001) (alpha =0.74 to 0.95).  
The Arabic version of CESD which was used in this study was translated into 
Arabic using a forward and back-translation process by Ghubash et al. (2000). Keeping 
the original format and response options, the reliability and validity of the Arabic CESD 
were assessed in a sample of 450 women from United Arab Emirates (Ghubash et al., 
2000). The internal consistency reliability coefficient was 0.88. Kazarian and Taher 
(2010) also assessed the Arabic version of the CESD with a community sample of 435 
men and women from Lebanon and found the internal consistency was 0.84. In the 
current study, the Cronbach’s alpha was 0.86. The manifest variable of depressive 
symptoms was measured using the total CESD score. 
Chronic pain. To measure chronic pain severity, the 7-item Chronic Pain Grade 
(CPG) scale (Von Korff, Ormel, Keefe & Dworkin, 1992) was used after translating it to 
Arabic (Appendix A). The CPG scale measures chronic pain in the past six months. 
Participants were asked to rate their current pain intensity, the worst pain intensity, and 
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average pain intensity in past 6 months on a scale from 0 (no pain) to 10 (pain as bad as 
it could be). Participants also rated pain-related interference with daily activities, change 
in ability to take part in activities, and change in ability to work on a scale from 0 to 10. 
Disability days were measured by self-report of number of days lost from usual activities 
as a result of pain in the previous 6 months. Using standard scoring, the pain intensity 
score (0–100) was calculated by multiplying the mean of the three intensity items by 10. 
Similarly, the pain disability score (0–100) was calculated by multiplying the mean of the 
three disability items by 10. Four grades of chronic pain can also be computed using the 
total number of disability points and pain intensity scores: Grade 0 (pain free); Grade I 
(low disability, low intensity); Grade II (low disability, high intensity); Grade III (high 
disability, moderately limiting); Grade IV (high disability, severely limiting). The CPG 
has demonstrated strong reliability and validity among primary care patients experiencing 
back pain (n=1213) and headache (n=779) (Von Korff et al.), in the general population 
(Mallen, Peat, Thomas, & Croft, 2005), and among women who have experienced IPV 
(Tiwari et al., 2013; Wuest et al., 2009). Among these samples, Cronbach’s alpha has 
ranged from .81 to 0.84 for the pain intensity and from 0.89 to 0.93 for the pain disability, 
indicating good to excellent internal consistency.  
Like the PCL-C, an Arabic version of the CPG scale was developed through 
cultural adaptation and translation of the scale, and pilot testing using the same approach 
(Appendix A). Cronbach’s alpha in the pilot test was 0.93 for pain intensity and 0.97 for 
pain disability. In the current study, internal consistency was 0.87 for the pain intensity 
scale and 0.96 for the pain disability scale, suggesting adequate internal consistency. In 
this analysis, the latent variable chronic pain was constructed using the pain intensity and 
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pain-related disability scores to capture the severity of chronic pain. Pain intensity alone 
does not differentiate higher levels of pain; pain-related disability is as important as 
intensity in identifying the highest levels of chronic pain (Von Korff et al., 1992). 
Perceived family support. The Arabic version of family support subscale of the 
Multidimensional Scale of Perceived Social Support (Ramaswamy, Aroian, & Templin, 
2009) was used to measure perceived family support. The Multidimensional Scale of 
Perceived Social Support (MSPSS; Zimet, Dahlem, Zimet, & Farley, 1988) is a 12-item 
summated rating scale that measures of the adequacy of perceived social support from 
family (4 items), friends (4 items) and a significant other (4 items). All items are rated on 
a 7-point scale (ranging from 1= very strongly disagree to 7= very strongly agree). Items 
are summed to produce total and subscale scores, where higher scores indicate greater 
perceived adequacy of social support. Originally, the reliability and construct validity 
were assessed with a sample of 275 male and female university students (Zimet et al., 
1988) and Cronbach’s alphas of 0.88, 0.91, 0.87, and 0.87 for total score, significant 
other subscale, family subscale, and friend subscale, respectively. There is also evidence 
of reliability and validity for the MSPSS in different samples, including Russian 
immigrants (Ponizovsky & Ritsner, 2004) and women who have experienced IPV 
(Bradley, Schwart, & Kaslow, 2005). Among the previous samples, the MSPSS has 
demonstrated excellent internal consistency, with alpha ranges from 0.86 to 0.94 for the 
total and 0.61 to 0.95 for the subscales (Bradley et al., 2005; Canty-Mitchell & Zimet, 
2000; Edward et al., 2004).  
The Arabic version of MSPSS was created by Ramaswamy et al. (2009) using 
forward and backward translation. The Arabic version uses a 3-point rating scale 
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(disagree, neutral, agree) instead of 7-point rating scale, because the researchers and the 
cultural experts agreed that Arabs are less likely to use middle response categories when 
presented with this many options. Reliability and validity of the scale was assessed with a 
sample of Arab immigrant women in US (Aroian, Templin, & Ramaswamy, 2010). The 
internal consistency reliability was acceptable (all Cronbach’s alpha were ≥0.73). In this 
current study, the internal consistency of the family support subscale was 0.85. Only 
perceived family support was use in this analysis, because support from family works 
differently than support from friends (Procidano & Heller, 1983). In Arab culture, family 
relationships are seen to be of greater importance than relationships with friends 
(Carolan, Bagherinia, Juhari, Himelright, & Mouton-Sanders, 2000; Haj-Yahia, 1994). 
Arab women are likely to turn to their family (e.g. mothers or sisters) when they 
experiencing marital issues (Pines & Zaidman, 2003). In Saudi society, family is the main 
provider of social support (Harb, 2015). 
Analysis 
Structural equation modeling (SEM) was used to simultaneously test the 
hypothesized model. SEM is an advanced regression technique that examines the set of 
variables in a theorized model to determine if the model is consistent with the data 
obtained from the sample (Byrne, 2001). It estimates the relationships between the 
observed and latent variables (the measurement model), including both direct and 
indirect, or mediating, effects (Kline, 2011).  
Prior to the main analysis, the data were inspected to identify the extent and 
magnitude of missing data. Missing data occurred at a low frequency across all scales 
(range from 0% to 0.7%). Little's test (Little, 1988) was conducted in SPSS to assess the 
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pattern of missing data. Since the p-value for Little’s test was not significant, the 
assumption of data missing completely at random (MCAR) was confirmed. Therefore, 
missing values on scales were imputed using the woman’s average score on that scale. 
This approach is appropriate because people are usually internally consistent across a set 
of items that form a scale; furthermore, this strategy allowed all cases to be retained for 
analysis (Polit, 2010).  
A histogram for each study variable was inspected to assess the normality. 
Descriptive statistics were also computed for all manifest variables and indicators of 
latent variables (Table 2), including skewness and kurtosis in order to assess normality of 
the distributions. According to Kline (2011), the data is non-normal if the skewness index 
(SI) ˃ 3 and kurtosis index (KI) ˃ 10. Univariate distributions were inspected and showed 
that the multivariate normality were not met. The correlations among the variables were 
inspected and suggested no evidence of multicollinearity (Table 3). 
Using MPLUS version 7 (Muthen & Muthen, 2012), the robust maximum 
likelihood (RML) method was used to correct the standard errors for some non-normality 
in the data. In the analysis, severity of child abuse and severity of wife abuse were 
allowed to be correlated. Scaling for each of the latent variables was achieved by 
assigning a metric to one of the indicators (reference indicator). The analysis was run 
twice with different indicators of mental health problems in each model PTSD symptoms 
in Model 1 and depressive symptoms in Model 2, because PTSD and depressive 
symptoms are distinct reactions to traumatic events and they might have different 
mediating roles. Various indices were used to determine if the model fit the data thereby 
supporting the plausibility of the proposed relationships (Kline, 2011). The fit indices 
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used were root-mean-squared error of approximation (RMSEA), standardized root mean 
squared residual (SRMR), comparative fit index (CFI), Tucker–Lewis Index (TLI), and 
chi-squared. The critical values for assessing model fit are CFI and TLI= .90 indicating 
adequate fit and ≥.95 indicating of excellent fit; and RMSEA =.08 indicating adequate fit 
and ≤.06 indicating excellent fit (Hu & Bentler, 1999).  
Table 2: Descriptive statistics for manifest variables assumptions and indicators of latent 
variables (N = 299) 
1 Provided for scales where cut scores have been developed.  
2 A cut-off total score of 7 was used, although this may conservatively underestimate IPV as 27 items were included on 
the Arabic CAS versus 30 on the original scale. 
3Pain grade 3 or 4, consistent with high disability chronic pain 
CAS= Composite Abuse Scale; CTQ = Childhood Trauma Questionnaire; MSPSS = Multidimensional Scale of 
Perceived Social Support; PCL-C= PTSD checklist-Civilian version; CESD= Center for Epidemiologic Studies-
Depression; CPG = Chronic Pain Grade; Sk =Skewness Index; Ku =Kurtosis Index. 
 
Variable Measure Mean SD Range Sk Ku %Above cut 
score1 
Severity of 
wife abuse 
CAS  26.44 19.69 1-127 1.42 2.64 88.3%2 
Severity of 
child abuse 
CTQ-emotional 9.18 4.48 5-25 1.20 0.88 45.5% (low 
to severe) 
CTQ-physical 7.48 4.08 5-25 2.12 4.48 30.4% (low 
to severe) 
CTQ-sexual 6.85 3.59 5-25 2.67 7.76 38.5% (low 
to severe) 
Perceived 
family 
support 
MSPSS-family 8.45 2.82 4-12 -0.27 -1.22     - 
PTSD 
symptoms 
PCL-C 46.72 15.50 17-82 0.05 -0.75 75.6% 
Depressive 
symptoms 
CESD 27.63 13.15 0-60 0.18 -0.68 78.6% 
Chronic 
pain 
severity 
CPG_intensity 52.39 27.62 0-100 -0.41 -0.61 48.2% (high 
disability)3 
CPG_disability 41.74 31.80 0-100 0.125 -1.16 
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Table 3: Pearson Correlation among Measured Variables 
CAS= Composite Abuse Scale; CTQ = Childhood Trauma Questionnaire; MSPSS = Multidimensional Scale of 
Perceived Social Support; PCL-C= PTSD Checklist-Civilian version; CESD= Center for Epidemiologic Studies-
Depression; CPG = Chronic Pain Grade. 
 
Chi- squared tests the discrepancies between the population covariance and those 
predicted by the hypothesized model. Thus, the non-significant test means that the model 
is consistent with the covariance data, but is highly dependent on sample size (Kline, 
2011). Modification indices that were theoretically reasonable and greater than four in 
value were assessed. Standardized path coefficients (β) were used to enable comparisons 
within models whereas unstandardized coefficients (B) were also utilized in order to 
compare the strength of paths across the models (Kline, 2011). The standardized path 
coefficients specify the ‘‘pure’’ associations between the variables, controlling for other 
variables in the model. 
Results 
Measurement Model 
Standardized factor loadings for the latent measures (child abuse and chronic 
pain) were statistically significant and of substantial magnitude (0.411–0.965) (see Figure 
Measured 
Variables 
1. 2. 3. 4. 5. 6. 7. 8. 9. 
1. CAS  1.00         
2. CTQ-emotional 0.186 1.00        
3. CTQ-physical 0.241 0.629 1.00       
4. CTQ-sexual 0.117 0.270 0.399 1.00      
5. MSPSS-family -0.273 -0.143 -0.284 -0.152 1.00     
6. PCL-C 0.449 0.360 0.288 0.130 -0.280 1.00    
7. CESD 0.509 0.277 0.274 0.104 -0.369 0.748 1.00   
8. CPG_intensity 0.260 0.176 0.168 0.004 -0.136 0.466 0.461 1.00  
9. CPG_disability 0.268 0.109 0.212 0.116 -0.171 0.430 0.459 0.667 1.00 
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2 and 3), providing support for the measurement model. There were no unreasonable 
parameter estimates, such as negative variances or correlations greater than one, and all 
appeared to be in the expected range of values. 
Model Fit 
From SEM, Model 1 (using PTSD symptoms) was found to adequately fit the 
data, χ2 (13, N = 299) = 37.581 (P=0.003), CFI = 0.957, TLI = 0.907, RMSEA = 0.080 
(90% CI: .051–.110), SRMR= 0.027. Model 2 (using depressive symptoms) was an 
excellent fit with the data, χ2 (13, N = 299) = 22.653 (P=0.046), CFI = 0.983, TLI = 
0.964, RMSEA = 0.050 (90% CI: .007–.083), SRMR= 0.022. The modification indices 
for both models were below 4 and theoretically unreasonable. Therefore, both proposed 
models accounted adequately for the observed co-variances among the variables, 
supporting the decision to retain the models without modification. 
Direct versus Indirect Effects of Wife Abuse and Child Abuse 
 Model 1 accounted for 27.2% of the variance in PTSD symptoms and 31.6% of 
the variance in chronic pain severity. Standardized regression coefficients (β) and 
unstandardized coefficients (B) for each path are shown in Figure 2 and Table 4. Both 
wife abuse severity (β = 0.360, P < 0.05) and child abuse severity (β = 0.223, P < 0.05) 
had a significant positive direct effect on PTSD symptoms. Wife abuse severity as well as 
child abuse severity did not exert direct significant effect on chronic pain, but PTSD 
symptoms was a significant mediator of the effects of both wife abuse severity (β = 
0.175, P < 0·05) and child abuse severity (β = 0.108, P < 0.05) on chronic pain. In 
addition, the direct negative effects of both wife abuse severity (β = -0.208, P < 0.05) and 
child abuse severity (β = -0.247, P < 0·05) on perceived family support were observed, 
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and perceived family support had a significant negative direct effect on PTSD symptoms 
(β = -0.115, P < 0.05). Yet, perceived family support was not a significant mediator of the 
effects of either wife abuse or child abuse on PTSD symptoms or chronic pain. 
 
 
Figure 2: Structural equation model with manifest variables, latent variables, measures,                                                                                                                             
and standardized (unstandardized) path coefficients (Model 1) 
* P < 0.05. CPG = Chronic Pain Grade; CTQ = Childhood Trauma Questionnaire; IPV = intimate partner 
violence; MSPSS-F= Multidimensional Scale of Perceived Social Support-Family subscale; PTSD = 
posttraumatic stress disorder; PCL-C= PTSD Checklist Civilian version. 
Model 2 accounted for 33.2% of the variance in depressive symptoms and 32.4% 
of the variance in chronic pain severity. Standardized and unstandardized coefficients for 
each path are shown in Figure 3 and Table 5. Both wife abuse severity (β = 0.417, P < 
0.05) and child abuse severity (β = 0.132, P < 0.05) had a significant positive direct effect 
on depressive symptoms. In addition, depressive symptoms was a significant mediator of 
the effects of both wife abuse severity (β = 0.216, P < 0.05) and child abuse severity (β = 
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0.068, P < 0.05) on chronic pain. While perceived family support had a significant 
negative direct effect on depressive symptoms (β = -0.216, P < 0.05), it was a significant 
mediator of the effects of both wife abuse (β = 0.046, P < 0.05) and child abuse (β = 
0.053, P < 0.05) on depressive symptoms.  
   
  
 
Figure 3: Structural equation model with manifest variables, latent variables, 
measures, and standardized path coefficients (Model 2) 
* P < 0.05. CPG = Chronic Pain Grade; CTQ = Childhood Trauma Questionnaire; IPV = intimate partner 
violence; MSPSS-F= Multidimensional Scale of Perceived Social Support-Family subscale; CESD= Center 
for Epidemiologic Studies-Depression. 
Comparing Model 1 and Model 2 
In comparing the two models, PTSD and depressive symptoms operate in similar 
ways as mediators, but with different magnitude. Both PTSD (B = 0.206, P < 0.05) and 
depressive symptoms (B = 0.426, P < 0.05) were significant mediators of the effects of 
wife abuse severity on chronic pain severity, but depressive symptoms had a stronger 
mediating effect than PTSD symptoms. Similarly, PTSD (B = 0.800, P < 0.05) and  
159 
 
 
Table 4: Effect estimates for Model 1 
*P<0.05 
Structural paths Unstandardized 
coefficients 
Standardized 
coefficients 
SE Critical ratio P-Value 
Direct effects      
    Wife abuse              PTSD symptoms 0.283 0.360 0.045 7.922 0.000* 
    Wife abuse              Perceived support -0.030 -0.208 0.063 -3.334 0.001* 
    Wife abuse              Chronic pain 0.123 0.105 0.061 1.707 0.088 
    Child abuse             PTSD symptoms 1.101 0.223 0.075 2.961 0.003* 
    Child abuse             Perceived support -0.221 -0.247 0.063 -3.921 0.000* 
    Child abuse              Chronic pain 0.411 0.056 0.071 0.785 0.432 
    Perceived support             PTSD symptom -0.633 -0.115 0.054 -2.122 0.034* 
    Perceived support             Chronic pain -0.060 -0.007 0.059 -0.123 0.902 
    PTSD symptoms              Chronic pain 0.726 0.486 0.064 7.592 0.000* 
Indirect effects      
    Wife abuse             Chronic pain  0.206 0.175 0.032 5.457 0.000* 
    Child abuse            Chronic pain   0.888 0.108 0.040 2.704 0.004* 
    Wife abuse             PTSD symptoms  0.019 0.024 0.014 1.758 0.079 
    Child abuse           PTSD symptoms   0.140 0.028 0.015 1.834 0.067 
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Table 5: Effect estimates for Model 2 
*P<0.05
Structural paths Unstandardized 
coefficients 
Standardized 
coefficients 
SE Critical ratio P-Value 
Direct effects      
    Wife abuse              Depressive symptoms 0.279 0.417 0.049 8.526 0.000* 
    Wife abuse              Perceived support -0.030 -0.212 0.062 -3.394 0.001* 
    Wife abuse              Chronic pain 0.078 0.069 0.064 1.069 0.285 
    Child abuse             Depressive symptoms 0.584 0.132 0.060 2.223 0.026* 
    Child abuse             Perceived support -0.232 -0.246 0.059 -4.192 0.000* 
    Child abuse              Chronic pain 0.704 0.093 0.067 1.393 0.164 
    Perceived support             Depressive symptom -1.008 -0.216 0.052 -4.121 0.000* 
    Perceived support             Chronic pain -0.472 -0.059 0.061 -0.976 0.329 
    Depressive symptoms              Chronic pain 0.882 0.516 0.065 7.918 0.000* 
Indirect effects      
    Wife abuse             Chronic pain  0.246 0.216 0.039 5.575 0.000* 
    Child abuse            Chronic pain   0.515 0.068 0.032 2.130 0.033* 
    Wife abuse             Depressive symptoms  0.031 0.046 0.018 2.608 0.009* 
    Child abuse           Depressive symptoms   0.234 0.053 0.019 2.844 0.004* 
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depressive symptoms (B = 0.515, P < 0.05) mediated the relationship between child 
abuse severity and chronic pain severity, yet PTSD symptoms had stronger mediating 
effect than depressive symptoms. Both PTSD and depressive symptoms exerted almost a 
similar magnitude of direct effects on chronic pain (B =0.726; B =0.882, respectively), 
although the effect of depressive symptoms was slightly stronger. 
Discussion 
 To our knowledge, this is the first study assessing whether PTSD and depressive 
symptoms function in a different or similar way as mediators in context of IPV. As well, 
it provides the first evidence on the mechanisms by which abuse leads to chronic pain in 
understudied population (i.e. Saudi women). The study has important findings. Both 
PTSD and depressive symptoms fully mediated the effects of wife abuse (IPV) severity 
and child abuse severity on chronic pain in similar ways. Perceived family support 
partially mediated the relationship between abuse severity and depressive symptoms, but 
did not mediate the effect of abuse on PTSD symptoms. Lifetime abuse (wife abuse and 
child abuse) is an important contributor to Saudi women’s mental health symptoms, and 
subsequently to chronic pain. 
 The study sheds light on the necessity of understanding the relationships among 
the severity of abuse, mental health, and chronic pain in clinical settings. Assessing for 
abuse experiences as well as identifying and treating PTSD and depression are crucial to 
decrease the likelihood of experiencing chronic pain among wife abuse (IPV) and child 
abuse survivors. The study suggests that abuse severity impacts women’s mental health 
which, in turn, leads to chronic pain, a finding that supports the interaction among 
physiologic, psychological, and social factors in the production of chronic pain. These 
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findings highlight the interconnection between mind and body and the need to consider 
this interconnection in the clinical practice. 
The finding that PTSD and depressive symptoms mediated the relationship 
between abuse severity and chronic pain is consistent with the existing literature. Among 
various populations, both PTSD (Pacella, Hruska, & Delahanty, 2013; Scioli-Salter et al., 
2015) and depression (Katon, Sullivan, & Walker, 2001) are strongly associated with 
chronic pain and function as mediators of the association between trauma and pain (de 
Civita, Bernatsky, & Dobkin, 2004; Power et al., 2014; Smith et al., 2011). Among IPV 
survivors, chronic pain is associated with depressive symptoms (Humphreys, Cooper, & 
Miaskowski, 2010) and PTSD symptoms (Wuest et al., 2008). In addition, PTSD 
symptoms (Wuest et al., 2009; Wuest et al., 2010; Tiwari et al., 2013) and depressive 
symptoms (Wuest et al., 2010) mediate the impact of IPV and child abuse on chronic 
pain. The relationship of PTSD and depression with chronic pain could be explained by 
neuro-hormones, neurotransmitters, and inflammatory changes as well as brain 
alterations that are involved in PTSD and depression which also play role in pain 
pathophysiology (Sachs-Ericsson, Kendall-Tackett, & Hernandez, 2007; Scioli-Salter et 
al., 2015). Thus, there is an agreement between this finding and the literature with two 
exceptions. Tiwari et al. did not find a mediating effect of depressive symptoms and 
Humphreys et al. found that only depression, not PTSD, predicted chronic pain, although 
neither study included child abuse in their analyses. Including cumulative experiences of 
abuse, such as child abuse with IPV in the multivariate analysis might provide a more 
complex understanding of the actual pathway explaining how women develop health 
outcomes as a consequence of experience of abuse (Campbell et al., 2008). 
163 
 
 
This current study contributes to the body of the literature by assessing whether 
PTSD and depressive symptoms operate in different or similar ways. While both PTSD 
and depressive symptoms are separate reactions to traumatic events (Madianos et al., 
2011; Post et al., 2016), the present study shows that they mediate this relationship in 
similar ways but with different magnitudes. Depressive symptoms was a stronger 
mediator of the impact of wife abuse on chronic pain than was PTSD symptoms. In 
contrast, PTSD symptoms had stronger mediating effect on the relationship between child 
abuse severity and chronic pain than depressive symptoms. These findings are 
noteworthy because they begin to disentangle the extent to which PTSD and depressive 
symptoms separately influence chronic pain among survivors of child abuse and IPV. 
The study highlights the independent effects of PTSD and depressive symptoms on the 
experience of chronic pain, which contradicts the common assumption that PTSD and 
depressive symptoms are single traumatic stress construct (Elhai et al., 2011; O’Donnell 
et al., 2004). In the current sample, 74.2% of women had symptoms consistent with both 
PTSD and depression based on the cut-scores for PTSD and depression measures. It is 
probable that the comorbidity of PTSD and depression may explain why PTSD and 
depressive symptoms operate in a similar way.  
The findings that IPV severity as well as child abuse severity have significant 
direct effects on PTSD and depressive symptoms is consistent with abundant evidence 
(e.g. Golding, 1999; Burns, Jackson, & Harding, 2010). However, this study’s findings 
make a unique contribution, because the majority of previous studies are at the 
descriptive level, did not assess the pathways between abuse and mental health, and 
included only one abuse experiences (IPV or child abuse). Furthermore, the study extends 
164 
 
 
the evidence to be inclusive of Saudi women, a population for whom the health 
consequences of abuse have not been previously studied.    
In this study, perceived family support mediated the relationship between abuse 
and depressive symptoms, but did not mediate the effect of abuse on PTSD symptoms. 
This finding reinforces the idea that women’s social resources are crucial in managing 
their depressive symptoms. It also suggests that different mechanisms may underlie the 
direct and indirect impacts of abuse on PTSD symptoms versus depressive symptoms. 
Specifically, perceived family support is central in depressive symptoms, but not in 
PTSD symptoms. This could be explained by the fact that PTSD symptoms are linked 
directly to trauma severity (Feder et al., 2013; Gold et al., 2000), while depressive 
symptoms can be linked to social resources (Lakey & Orehek, 2011). Moreover, PTSD 
symptoms often go unrecognized by family members and health care providers (Bonugli, 
Brackley, Williams, & lesser, 2010), whereas depressive symptoms are better recognized 
by as a legitimate health issue, resulting in more likelihood that family will offer help and 
support. For example, 51.6% of Canadian women who left abusive partners had 
symptoms consistent with PTSD but only 7.1% had a diagnosis (Wuest et al., 2008).  
In addition, the findings showed that the effect of wife abuse is stronger on 
women’s mental health (PTSD and depressive symptoms) in comparison with child abuse 
effects. This finding is congruent with the evidence that shows how child abuse results in 
an intense inflammatory response (Gouin, Glaser, Malarkey, Beversdorf, & Kiecolt-
Glaser, 2012) and hyperactivity of the central nervous system when subsequent stress 
occurs in adulthood, leading to neurobiological vulnerability for the development of 
stress-related psychiatric disorders in adulthood (Heim et al., 2000). It emphasizes the 
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importance of including child abuse when studying the health outcomes of IPV, since 
women often experience cumulative abuse (Davies et al., 2015; Scott-Storey, 2011). The 
relative and unique impact of each abuse experience (IPV and child abuse) could be used 
to refine treatment interventions for abuse survivors. In addition, the current study 
findings offer further support for how both distal and proximal abuse experiences could 
to enduring long-term health issues. 
In this current sample, 75.6% and 78.6% of women has symptoms above the cut-
off scores for PTSD and depression measures, respectively. In addition, 48.2% of women 
had high disability related to chronic pain. These findings confirm the high prevalence of 
mental health and chronic pain issues among Saudi abused women. Since there is an 
absence of appropriate understandings of wife abuse and its health consequences in Saudi 
public discourse, documenting the physical and mental health outcomes of it is important. 
The study findings contribute to recognizing that gender-based violence is a public health 
issue. Therefore, the finding underscores the importance of case-finding (asking only 
women with symptoms) for wife abuse in the Saudi health care system. As recommended 
by World Health Organization (2013), identification of women who have experienced 
IPV could be achieved by using a case-finding approach which suggests that women who 
are suspected to be victims of abuse are assessed. Health care professions in Saudi Arabia 
require an understanding of the link between abuse experience and mental and physical 
health problems to avoid ineffective treatment. If physicians identify abuse survivors and 
provide them with suitable care, it might help to improve women’s quality of life. 
Psychological support such as counselling needs to be provided in the health care 
settings. The finding also holds salient implications for services and policies directed at 
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improving Saudi women’s health. In addition, intervention programs should be 
appropriately designed to improve Saudi women’s health by increasing women social 
support and reducing the negative impacts of abuse. Social service providers also need to 
be aware that abused women might experience mental and physical health issues.  
Interpreting the present results should be considered in light of some limitations. 
This study is limited by reliance on retrospective self-reports of child abuse and wife 
abuse experiences. Yet, self-report measures are often subject to social desirability and 
people are more likely to minimize their abuse experiences rather than make them up 
(Brewin, Andrews, & Gotlib, 1993; Heim, Newport, Mletzko, Miller, & Nemeroff, 
2008). Thus, it is possible that women experienced more severe abuse than reported, 
particularly in the Saudi context where wife abuse is a taboo issue. Given the present 
sample size and the complexity of the model, a few essential factors, including women’s 
demographic characteristics, personal resources, medications and/or current medical 
conditions which might influence health outcomes were not controlled for and/or 
included in the tested model. In the future, a model that integrates biophysical measures 
needs to be developed and tested. For example, the inclusion of cortisol that is an 
important biomarker for PTSD (Yehuda et al., 2009) and depression (Plenis, Konieczna, 
Olędzka, Kowalski, & Bączek, 2011) would benefit future research. As well, measuring 
pro-inflammatory cytokine and prostaglandin synthesis could provide objective evidence 
of experiencing pain because they both influence inflammation (Ricciotti & FitzGerald, 
2011) and the sensitivity of pain receptors (Bai et al., 2014; Kirkby Shaw, Rausch‐Derra, 
& Rhodes, 2016). In addition, the cross-sectional study design limits the ability to infer 
causation to statistical prediction; longitudinal models are needed to more fully test these 
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and other models. Yet, asking about severity of IPV history strengthens the evidence for 
causal associations between abuse and health outcomes. Although a convenience 
sampling was used, women were recruited from nine primary health cares which are 
located in different neighborhood with diverse socioeconomic status, allowing for greater 
generalizability of the study findings.  
Conclusion 
The current study provides evidence through multivariate analysis that both PTSD 
and depressive symptoms mediate the impacts of wife abuse (IPV) severity and child 
abuse severity on chronic pain severity. PTSD and depressive symptoms operate 
independently as mediators, but in similar ways and with different magnitudes. In 
addition, perceived family support mediated the relationship between abuse severity and 
depressive symptoms. These findings underscore the importance of attending to lifetime 
abuse and depressive and PTSD symptoms, as well as women’s social resources, in 
chronic pain management and treatment.  
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CHAPTER FOUR 
ARTICLE TWO 
 
RELIABILITY AND VALIDITY OF THE ARABIC PTSD CHECKLIST 
CIVILIAN VERSION (PCL-C) 
The ubiquity of traumatic life events globally across political, religious, and 
geographical borders (Bedard, Greif, & Buckley, 2004) has led to increased worldwide 
awareness of posttraumatic stress as a significant, but complex, psychological state that 
results from traumatic experiences, such as war, intimate partner violence, terrorism, or 
earthquakes (Wilson, 2007). According to the National Center for PTSD (2013), the 
lifetime prevalence of PTSD has been estimated at about 7% globally, but whether 
symptoms of traumatic stress vary across cultures remains an area of controversy (Good 
& Hinton, 2016). In addition, the literature is still inconclusive regarding the number as 
well as the nature of the underlying dimensions of PTSD symptomology (Armour, 2015; 
Armour, Műllerová, & Elhai, 2016), because the factor structure of PTSD has been 
questioned by theorists and empirical findings (Elhaia & Palmierib, 2011).  
Experiences of interpersonal trauma, such as intimate partner violence (IPV), are 
more likely to lead to the development of PTSD than other types of traumatic events 
(Ozer, Best, Lipsey, & Weiss, 2003). Although one in three women worldwide will 
experience IPV in their lifetime (World Health Organization, 2013), and research has 
demonstrated an association between IPV and symptoms of traumatic stress (Wilson, 
Messing, Patchell, & Campbell, 2011), this field of study is still in the early stages of 
development. There is a particular gap with respect to research on the factor structure of 
PTSD in the context of IPV. As well, there is a gap in researching PTSD with women 
living in different cultural contexts, due, in large part, to the lack of reliable and valid 
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measures of PTSD symptomology available in languages other than English. In this 
paper, we describe the process used to translate an established and widely used measure 
of PTSD symptoms, the PTSD Checklist-Civilian Version (PCL-C), into Arabic and to 
examine the reliability and validity of the translated self-report measure in a sample of 
women experiencing IPV and living in Saudi Arabia.  
Review of Literature  
Conceptualizing Post-Traumatic Stress Disorder  
Posttraumatic stress is a highly complex and multifaceted concept (Harned, 
Jackson, Comtois, & Linehan, 2010; Resick et al., 2012). The Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition (DSM-IV) identified PTSD as three clusters 
of symptoms (i.e. re-experiencing, hyperarousal, and avoidance) (American Psychiatric 
Association [APA], 2000). The first cluster, persistent reexperiencing, it is reflected by 
five symptoms (B1–B5. The second cluster is persistent avoidance of stimuli associated 
with the trauma and numbing of general responsiveness and it is measured by seven 
symptoms (C1–C7). The third cluster is persistent symptoms of increased arousal and is 
measured by five PTSD symptoms (D1–D5). In the recently released DSM-5 criteria for 
PTSD symptoms, the organization and definition of PTSD symptoms has been modified 
to reflect four clusters of symptoms: intrusion, avoidance, negative alterations in 
cognitions and mood, and alterations in arousal and reactivity. In addition, three 
symptoms were added resulting in 20 symptoms of PTSD (APA, 2013).  
Herman (1992) suggests broader understanding of PTSD symptomology than the 
DSM-IV as she claimed that these criteria are not a perfect fit with the heterogeneity of 
trauma types. She proposed to extend the concept of PTSD to be a spectrum that includes 
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both simple PTSD (i.e. a reaction to acute trauma) and complex PTSD, a response to 
exposure to chronic and repeated traumas. While simple or classic PTSD stems from 
single or time-limited trauma (e.g. natural disaster or car accident), individuals with 
prolonged and repeated trauma may report different or complicated PTSD symptoms. 
Herman argued that women survivors of prolonged trauma, such as IPV, live in a state of 
captivity, feel incapable of getting away, and under coercive control as well as 
continuous contact with the abuser (Herman, 1997). Thus, prolonged trauma survivors 
experience complex and persistent PTSD symptoms. They also develop personality 
alterations and have increased vulnerability to recurring harm (Herman, 1992). These 
symptoms have been called complex PTSD or Disorders of Extreme Stress Not 
Otherwise Specified (DESNOS) (Herman, 1992; van der Kolk et al., 2005). 
A number of studies on PTSD symptoms have been conducted to find the best 
representation of PTSD’s underlying dimensions or how the symptoms must be 
organized or grouped (Armour, 2015; Elhaia & Palmierib, 2011). However, most studies 
have generally failed to replicate the three-factor structure of DSM-IV (reexperiencing, 
avoidance/emotional numbing, and hyperarousal) (Cernvall, Alaie, & Essen, 2012; Costa 
et al., 2011; Elhaia & Palmieri, 2011; Krause, Kaltman, Goodman, & Dutton, 2007; 
Yufik & Simms, 2010). Rather, they have provided support for three other alternative 
conceptual models: 1) a four-factor Emotional Numbing model (King, Leskin, King, & 
Weathers, 1998); 2) a four-factor Dysphoria model (Simms, Watson, & Doebbeling, 
2002); and, 3) a five-factor Dysphoric Arousal model (Elhai et al., 2011). Differences in 
these models in comparision to the three-factor DSM-IV model are shown in Table 1. 
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 In comparison to the three-factor DSM-IV model, King et al’s (1998) four-factor 
Emotional Numbing model divides the avoidance symptom cluster into two factors – 
effortful avoidance and emotional numbing. This model is based on the premise that 
avoidance and numbing have different underlying mechanisms and are, therefore, 
different constructs (Asmundson, Stapleton, & Taylor, 2004); while numbing is a result 
of overwhelming arousal and a failure to decrease distress, avoidance is a deliberate 
process to reduce distress associated with memories of trauma (Foa, Zinbarg, & 
Rothbaum, 1992). Support for the numbing model has been found in a wide range of 
different population using different measures (e.g. Elhai, Palmieri, Biehn, Frueh, & 
Magruder, 2010; Ford, Elhai, Ruggiero, & Frueh, 2009; Grubaugh, Long, Elhai, Frueh, & 
Magruder, 2010).  
An alternative four-factor Dysphoria model was proposed by Simms, Watson, and 
Doebbeling (2002) and is different from the numbing model in that three PTSD 
hyperarousal symptoms were removed from the hyperarousal factor and combined with 
numbing symptoms to form the dysphoria factor based on theoretical and empirical 
evidence that general distress is the underlying component in many anxiety and mood 
disorders (Watson, 2005). Support for the Dysphoria model has been found among 
diverse populations using different measures (e.g. Armour & Shevlin, 2010; Cernvall, 
Alaie, & Essen, 2012; Elhai, Biehn, Naifeh, & Frueh, 2011).  
 The most recent alternative model is five-factor Dysphoric Arousal model by 
Elhai et al (2011). This is based on a theoretical model proposed by Watson, which 
separates symptoms that encompass restlessness and agitation from fear-based, panic-like 
symptoms that underline PTSD (Watson, 2005). As well, a number of studies have found 
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support for this model among different trauma samples using different measures (e.g. 
Byllesby, Durham, Forbes, Armour, & Elhai, 2016; Charak et al., 2014; Demirchyan, 
Goenjian, & Khachadourian, 2014). 
Table 1: Four Different PTSD Symptoms Models 
A: avoidance; AA: anxious arousal; D: dysphoria; DA: dysphoric arousal; H: hyperarousal; N: numbing; R: 
re-experiencing. 
 
 
 
PTSD symptoms  
Model 1 Model 2 Model 3 Model 4 
Three –
factor model 
(DSM-IV) 
Four-factor 
model (King et 
al., 1998) 
Four-factor model 
(Simms et al. 
2002) 
Five-factor 
model (Elhai 
et al., 2011) 
B1. Intrusive 
thoughts 
R R R R 
B2. Nightmares R R R R 
B3. Flashbacks R R R R 
B4. Emotional cue 
reactivity 
R R R R 
B5. Physiological cue 
reactivity 
R R R R 
C1.Avoidance of 
thoughts 
A/N A A A 
C2. Avoidance of 
reminders 
A/N A A A 
C3. Trauma related 
amnesia 
A/N N D N 
C4. Anhedonia A/N N D N 
C5. Feeling detached A/N N D N 
C6. Feeling numb A/N N D N 
C7. Hopelessness A/N N D N 
D1. Disturbed sleep H H D DA 
D2. Irritability/ anger H H D DA 
D3. Concentration 
difficulty 
H H D DA 
D4. Hypervigilance H H H AA 
D5. Exaggerated 
startle 
H H H AA 
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In sum, the DSM-IV identified PTSD as three clusters of symptoms (i.e. 
reexperiencing, hyperarousal, and avoidance). Yet, there has been an argument about 
extending the concept of PTSD to be a spectrum (simple PTSD and complex PTSD). 
Further, a number factors analyses conducted with measures of PTSD symptoms have 
failed to find support to the DSM-IV three-factor structure. These studies have found 
three altenate factor models that fit PTSD symptom measures well: 1) a four-factor 
Emotional Numbing model; 2) a four-factor Dysphoria model; and 3) a five-factor 
Dysphoric Arousal model. 
Post-Traumatic Stress Disorder Symptoms among IPV Survivors 
Intimate partner violence, a pattern of physical, sexual and/or emotional abuse in 
the context of coercive control (Tjaden & Thoennes, 2000), creates a fearful environment 
for women. PTSD is the most prevalent mental health consequence of IPV (Golding, 
1999; Nathanson, Shorey, Tirone, & Rhatigan, 2012) and severity of PTSD symptoms 
has been linked to risk of lethality from IPV (Wilson, Messing, Patchell, & Campbell, 
2011). A dose-response relationship has been confirmed meaning that more severe and 
persistent IPV associated with greater levels of PTSD symptoms (Chandra, 
Satyanarayana, & Carey, 2009; Woods, Hall, Campbell, & Angott, 2008). Moreover, the 
experience of more than one type of IPV (e.g., physical, sexual, or emotional abuse) has 
been associated with higher levels of PTSD symptomology (Eshelman & Levendosky, 
2012; Houry, Kemball, Rhodes, & Kaslow, 2006).  
Cross-sectional studies, conducted in different parts of the world, including North 
America, Colombia, Spain, China, and India, have provided consistent support for a 
positive association between IPV and PTSD symptoms among abused women (e.g. Chan, 
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Tiwari, Fong, & Ho, 2010; Medina, Canaval, Burgos, & Humphreys, 2011; Stampfel, 
Chapman, & Alvarez, 2010). Although a few studies have examined the mental health 
consequences of wife abuse conducted in Arab countries (Al-Modallal, 2012; Hamdan-
Mansour, Farhan, Othman, & Yacob, 2010; Hamdan-Mansour et al., 2011), PTSD 
symptoms were assessed in only one study (Khadra, Wehbe, Fiola, & Skaff, 2015) using 
an English self-report measure. Measures developed for native English speakers without 
cultural adaptation may not be relevant or comprehensible to non-English speaking 
populations (Cha, Kim, & Erlen, 2007; Fischbacher, Hunt, & Alexander, 2004). 
While the significance of taking into consideration the number and nature of 
symptom clusters has been highlighted (Elhai & Palmieri, 2011; Armour, Műllerová, & 
Elhai, 2016), very limited research has examined the unique influence of IPV experiences 
on PTSD symptom clusters across women. Only Matlow and DePrince (2013) suggested 
that diverse histories of IPV experiences (chronic versus new victimizations) predict 
specific PTSD symptoms. The researchers found that revictimization by multiple 
perpetrators resulted in PTSD symptoms associated with ‘passive’ avoidance or 
emotional numbing symptoms, but chronic victimization by the same perpetrator resulted 
in symptoms associated with ‘active’ avoidance symptoms (Matlow & DePrince, 2013). 
This suggests that different patterns of IPV victimization may be linked to different 
clusters of PTSD symptoms or exposure to IPV can lead to qualitatively different PTSD 
symptoms. Therefore, not all PTSD treatments may be experienced by all survivors, 
because IPV is a unique traumatic stressor (Hellmuth, Jaquier, Swan, & Sullivan, 2014). 
The distinctiveness of IPV experience as a traumatic stressor that every so often occurs 
over extended periods of time might result in specific factor structure of PTSD symptoms 
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and ultimately require different intervention strategies. It is possible that symptomatology 
found among IPV survivors are associated with complex PTSD symptoms that were 
proposed by Herman (1992) instead of classical PTSD. Yet, the literature lacks research 
that assesses the profile of PTSD symptom clusters in the context of IPV and examines 
whether IPV is more linked to simple or chronic (complex) PTSD. 
PSTD in Varied Cultural Contexts 
Some scholars view PTSD symptoms as a universal and cross-culturally valid 
response to traumatic events (Costa et al., 2011; Wilson, 2007), while others argue that 
the Western conceptualization of trauma only fits the context of a Western culture and its 
moral framework (Kienzler, 2008). Although culture is a powerful socializing force for 
generating and forming beliefs that influence the perception and processing of trauma 
(Wilson, 2007), both neuroendocrine dysregulation and neuroanatomical changes in the 
brain as a result of chronic stress could explain universality of PTSD symptoms 
(Roozendaal, McEwen, & Chattarji, 2009; Yehuda & LeDoux, 2007). These 
physiological changes result in universal symptoms (e.g., hyperarousal) (Wilson, 2007). 
Trauma advocates across the globe assert that symptoms following trauma exposure 
become worse in non-Western countries if they are not treated by Western-style treatment 
approaches, which legitimatize PTSD symptoms as universal response to trauma 
(Kienzler, 2008). However, there is a need to examine variations in PTSD symptoms 
globally taking culture as a determinant into consideration (Marsella, 2010; Moghimi, 
2012). In addition, researchers need to advance knowledge about the factor structure of 
PTSD symptoms across diverse cultural groups (Elhaia & Palmierib, 2011) in order to 
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understand whether PTSD dimensions vary as a function of cultural and linguistic 
variations.  
A number of factor analysis studies have been conducted with different non-
Western samples, with results showing that the latent structures of PTSD symptoms in 
variety of cultures are comparable to those found in Euro-American samples. These 
studies have revealed support for the numbing four-factor model (Costa et al., 2011), 
dysphoria four-factor model (Vinson & Chang, 2012), and five-factor Dysphoric Arousal 
model (Armour, Raudzah Ghazali, & Elklit, 2013; Mordeno, 2011; Wang et al., 2011; 
Wang et al., 2012). Yet, there is still a lack of research that examines the structure of 
PTSD symptomology within Arab culture. 
PTSD Measures 
Heightened interest in PTSD identification, conceptualization and treatment has 
resulted in a wide array of instruments used to measure this concept. These measures fall 
into one of three categories (Adkins, Weathers, McDevitt-Murphy, Daniels, 2008; 
Weathers & Keane, 1998): a) measures developed based on their ability to discriminate 
individuals with and without PTSD (i.e. empirically-derived measures); b) measures that 
are based on the DSM diagnostic criteria for PTSD; and, c) measures that assess trauma-
related symptomatology but are not based on the DSM criteria (Adkins et al., 2008). The 
most common instruments used to assess PTSD symptoms are measures that are based on 
the DSM diagnostic criteria for PTSD, including the PTSD Checklist or PCL (Weathers, 
Litz, Huska, & Keane, 1994). 
There are three versions of the PTSD Checklist: a “specific” version that ties 
symptom ratings to a particular event (PCL-S); a “military” version (PCL-M) that links 
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ratings to an event experienced during military service, and a “civilian” version that 
allows ratings to be based on any stressful life experiences (PCL-C). The PCL-C is a self-
report summated rating scale that yields a continuous measure of PTSD symptom 
severity with scores ranging from 17 to 85. Respondents are asked how much they have 
been bothered by each PTSD symptom over the past month on a 5-point severity scale 
(ranging from 1= not at all to 5= extremely). The PCL may also be scored to yield a 
continuous measure for each cluster of PTSD symptoms (re-experiencing, 
avoidance/numbing, and hyperarousal). A presumptive diagnosis can be determined 
using DSM-IV symptom criteria as defined by at least one re-experiencing symptom, 
three avoidance/numbing symptoms, and at least two hyperarousal symptoms. PCL cut-
point scores can also be used and should be chosen based on the type of setting or 
population. For example, in civilian primary care or general populations, the cut-point is 
35. The PCL is currently one of the most widely used PTSD symptom measures because 
it has demonstrated strong psychometric properties across different populations (Balsam, 
Lehavot, Beadnell, & Circo, 2010; Wilkins, Lang, & Norman, 2011), including women 
who have experienced IPV (Kelly, 2010; Lee, Pomeroy, & Bohman, 2007; Varma, 
Chandra, Thomas, & Carey, 2007). The PCL-C has been adapted and validated with 
different ethnic/racial groups (Hem, Hussain, Wentzel-Larsen, & Heir, 2012; Marshall, 
2004; Passos, Figueira, Mendlowicz, Moraes, & Coutinho, 2012) and the simple wording 
of items makes translation and administration to people with limited education relatively 
straightforward (Pham et al., 2004). Consistent with the broader literature on PTSD 
structure, studies conducted in different populations and settings using the PCL have 
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supported a number of different factor structures rather than the three-factor structure of 
the DSM (Cernvall, Alaie, & Essen, 2012; Costa et al., 2011; Krause et al., 2007). 
In summary, the literature suggests that PTSD symptomology is complex concept 
that could be viewed as a spectrum, including simple PTSD and complex PTSD 
(Herman, 1992). Studies across sample types and measures have supported alternative 
factor structures of PTSD symptomology and there are still controversies regarding the 
number as well as the nature of PTSD dimensions or the core concepts of PTSD 
symptoms (Yufik & Simms, 2010). While there is consistent evidence that IPV survivors 
develop PTSD symptoms, there is very little information about the structure of PTSD 
symptoms in the context of IPV. In addition, there are still debates about the cross-
cultural validity of PTSD symptomology (Hinton & Good, 2015) and there is still a gap 
in knowledge about of whether there is an equivalent factor structure of PTSD symptoms 
across cultures. Thus, there is a need to adapt, translate and evaluate Western generated 
PTSD symptom measures to Arab cultures and languages. The availability of valid 
Arabic versions of PTSD would enhance the potential for high quality research with Arab 
women, enable collaborations and synergy between violence researchers from various 
cultures and more effectively build a base of knowledge that applies across cultural 
groups. Having translating measure of PTSD also provides insight into the influence of 
culture and IPV trauma on the clusters of PTSD symptoms. 
As part of a study examining the health consequences of exposure to family 
violence among Saudi women, we adapted and linguistically translated the Posttraumatic 
Stress Disorder Checklist—Civilian Version (PCL–C; Weathers, Litz, Herman, Huska, & 
Keane, 1993) to Arabic for use with Arab women. The objective of this paper was to 
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investigate the psychometric properties of the adapted and translated PCL-C, including its 
internal consistency, concurrent validity, and construct validity (factor structure). 
Method 
A methodological study was undertaken to first translate the PCL-C into Arabic 
and pilot test this new version of the scale (Appendix A) and, subsequently, to examine 
the reliability and validity of the Arabic PCL-C in a sample of Saudi women who were 
taking part in a larger study examining the health consequences of family violence.   
Cultural Adaptation, Translation and Pilot Testing of the PCL-C 
A standardized method (Sidani, Guruge, Miranda, Ford-Gilboe, & Varcoe, 2010) 
was used to produce a linguistic and cultural translation of the PCL-C using a three-step 
process: a) assessing conceptual equivalence of the concept; b) forward translation of 
items from English to Arabic; and, c) testing the items for comprehension and cultural 
validity with the target population. To assess the conceptual equivalence of the 17 PCL-C 
items with Arab culture, two bicultural and bilingual health professional who were 
knowledgeable about PTSD and Arab culture, were asked to individually rate the 
relevance and clarity of each item for Arab culture on a 10-point scale ranging from “not 
at all” to “very” and to provide recommendations for item modification if needed. All 
items were rated as easy to understand (i.e., comprehension >5) and relevant to Arab 
culture (i.e., cultural relevance >5) and both reviewers agreed that item modification was 
not necessary. Next, forward translation of all 17 items was independently completed by 
the same two reviewers along with a certified bilingual translator who had a medical 
background. Prior to translation, the reviewers were asked to retain the meaning of the 
concept representing by each item, while incorporating cultural expressions and using 
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terms that are easy to understand. Only minor differences were evident in the three 
translations. Two of the three translators met with the researcher to review and discuss 
items with discrepant translations and to come to consensus on the most appropriate 
wording for these items. Although back translation of new measures into the source 
language is sometimes recommended, the usefulness of this step has been questioned 
(Martinez, Marin, & Sohoua-Glusberg, 2006) and proposed as optional (Sidani et al., 
2010). Given the high level of agreement among translators in this study, backward 
translation was not conducted.  
Finally, the adequacy and internal consistency of the translated item pool was 
assessed in a convenience sample of 30 adult, Arab women from the Middle East who 
were recruited from an organization that serves the immigrant/refugee people in Canada. 
The mean age of women was 38.1 years (SD= 12.02, range 18–70) and more than half 
(63.3%, n=19) are married. Women had been in Canada an average of 29.7 months (SD = 
15.64, range 2-48). The majority of women (86.7%, n =26) were refugees, with 83.3% 
(n=25) emigrating from Iraq. Although 10% had only completed elementary school, 40% 
had earned a bachelor’s degree. Almost half (46.7%) of women were unemployed, while 
26.7% are were English as Second Language (ESL) students. Data were collected using 
Structured Interviews (SI) designed to elicit information about the scale and women’s 
demographic characteristics. Interviews were conducted in a private room in the agency 
or another private location selected by the woman. Ethics approval for the pilot study was 
obtained from the Research Ethics Board at Western University.  
Women reported that the items were straightforward and easy to understand with 
the exception of item 8 (C3: trauma-related amnesia). Although we were not sure if it was 
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related to the meaning of this item or the wording of the translation, minor wording 
changes were made to this item in consultation with the translators. Internal consistency 
reliability of the translated scale was acceptable (.96 for the total score, .94 for re-
experiencing, 88 for avoidance, .84 for hyperarousal). Subscale scores were highly 
correlated (r = .794 to .755) and the corrected item-total correlations were all above .40, 
the recommended level for retaining items (Ware & Gandek, 1998). On the basis of these 
results, the revised scale was deemed ready for further testing with a larger sample of 
women.   
Evaluating the Reliability and Validity of the Arabic Version of the PCL-C  
The reliability and validity of the Arabic version of the PCL-C was examined in a 
sample of 299 Saudi women who were recruited for the larger study from nine primary 
health care centers in Saudi Arabia (see Chapter 3). Women were eligible to participate if 
they were married, aged 18 to 65 years of age, were Saudi citizens who spoke Arabic and 
had experienced wife abuse in the past 12 months. Exposure to wife abuse (trauma) was 
confirmed using the Arabic version of the 4-item Abuse Assessment Screen (AAS) 
(Parker & McFarlane, 1991) where an affirmative response to at least one of four 
screening questions focused on physical abuse, forced sex, fear of partner, and 
experiences of coercive control was considered positive for wife abuse. Women were 
asked by a staff member if they were interested in participating in a women’s health 
study as they presented for care; those who agreed to participate were screened for 
eligibility by the researcher in a private room. Witten consent to participate was obtained 
from each woman before collecting the data. Interviews were conducted in private room 
in the primary health care center. Ethics approval was obtained from the Research Ethics 
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Board at Western University and Institutional Review Board (IRB) for both Ministry of 
Health and King Abdullah International Medical Research Center (KAIMRC) /MNGHA 
in Saudi Arabia prior to recruitment. For a more detailed description of the study 
procedure see chapter three. 
Sample 
Considerable variability is evident with respect to demographic characteristics of 
the sample (See chapter Three). The mean age of participants was 36.11 years (SD= 
10.20, range 18–64). In terms of women’s education, 10.7% were unable to read and 
write, 30.1% had completed elementary school, 29.1% had completed high school, and 
21.4% had earned a university/college degree. The vast majority of women (92.3%) were 
mothers and they had, on average, 4.23 children (SD= 3.021, range 0-14). Only 22.7% of 
women were employed and the mean of their personal income was 1,702 Saudi Riyal 
(SR) ($589 Canadian) per month (SD= 3,522 SR). The total household monthly income 
ranged from 0 to 53,000 SR ($0 to $18,550 Canadian dollars) per month, with a mean 
9,455 SR ($3,303 Canadian) per month (SD= 7,324 SR). The women had experienced 
wife abuse for an average of 11.4 years (range = 0.08 - 45.0, SD=9.985). 
Measurement 
This analysis used data from women’s completion of the PTSD Checklist-Civilian 
version (PCL-C; Weathers et al., 1994) and the Center for Epidemiologic Studies-
Depression (CESD) Scale. The CESD (Radloff, 1977) was used to examine the 
concurrent validity of the PCL-C, because depressive symptoms overlap with PTSD 
symptoms (Post, Feeny, Zoellner, & Connell, 2016) and the presence of PTSD symptoms 
without depression symptoms is rare among IPV survivors (Lagdon, Armour, &Stringer, 
2014; Pigeon et al., 2011). Women were asked to rate the degree of symptom occurrence 
209 
 
 
during the past week, on a 4-point likert scale ranging from rarely or none (1) to most of 
the time (4). The CESD has demonstrated strong reliability in different populations 
(Ford-Gilboe et al., 2009; Jarvis, Gordon, & Novaco, 2005; Thomas, Jones, Scarinci, 
Mehan, & Brantley, 2001). For the purpose of study, the Arabic version of CESD was 
used (Ghubash, Daradkeh, Al Naseri, Al Bloushi, & Al Daheri, 2000). Internal 
consistency in this study was 0.86.  
Data Analysis 
To assess the construct validity of the PCL-C, Confirmatory Factor Analysis 
(CFA) of the four alternative factor structure models shown in Table 1 was conducted 
using Mplus 7 (Muthen & Muthen, 2012) with the maximum likelihood (ML) method of 
estimation. There were no missing data in the current study. Assumptions of multivariate 
normality were assessed through the inspection of univariate distributions. Univariate 
skewness ranged from -0.036 (B1) to .995 (C3), whereas kurtosis ranged from -1.574 
(D1) to .014 (C3) (Table 3). Kline’s (2011) rule of thumb for the absolute values for 
skewness index (SI) and kurtosis index (KI) was applied and specified that data is 
severely non-normal if the SI ˃ 3 and KI ˃ 10. In addition, the box plots were assessed 
and there were no univariate or multivariate outliers. Given that the data were not 
severely non-normal and ML is robust to minor deviation from normality (Kilne, 2011), 
the ML estimation was used. Various indices were assessed to determine which of the 
four proposed models (Table 1) fit with the data. The fit indices used were root-mean-
squared error of approximation (RMSEA), comparative fit index (CFI), and chi-squared. 
The factor loadings for the best fitting model were assessed in terms of its magnitude and 
statistical significance. 
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The Statistical Package for Social Sciences (SPSS) Version 24 was used to assess 
the concurrent validity of PCL-C using the CESD and to estimate the scales’ internal 
consistency reliability for the total score and the subscales for the best model fit using 
Cronbach’s alpha. Basic item analysis was performed as well by assessing the correlation 
matrix for degree of inter-item correlation. 
Results 
Descriptive 
Descriptive statistics for each item are provided (Table 2). The mean PCL-C score 
for the total sample was 46.72 (SD =15.50) with a range of 17–82. Using a cut-off score 
of 35, 75.6% of women has PTSD symptoms. 
Construct and Concurrent Validity 
Fit indices for the four competing models based on confirmatory factor analysis 
are summarized in Table 3. Although the four competing models had statistically 
significant chi-square tests, the proposed models were not rejected because chi-square is 
sensitive to large samples (Tanaka, 1987). Model 1 (the three-factor DSM-IV model) did 
not result in an adequate fit. Model 2 (the four-factor Emotional Numbing model) and 
Model 3 (the four-factor Dysphoria model) both resulted in an adequate fit. Model 4 (the 
five-factor Dysphoric Arousal model) yielded evidence of an excellent fit. Inspection of 
the fit indices (Table 3) revealed that Model 2, 3, and 4 (i.e. Numbing model, Dysphoria 
model, and Dysphoric Arousal model) fit better than Model 1 (the three-factor model by 
the DSM-IV). However, the five-factor Dysphoric Arousal model (Elhai et al., 2011) 
provided the best fit compared with the other models.  
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Table 2: Item-level descriptive statistics of PCL-C (N = 299). 
 
To assess the concurrent validity of the PCL-C, the correlation between 
depressive symptoms measured by the CESD total score and total score on PCL-C was 
computed. As expected, the CES-D total score was highly correlated (alpa= .784) with 
PCL-C total score, providing support for concurrent validity of PCL-C.  
 
  
PCL-items M SD Skewness Kurtosis 
1. B1 Intrusive thoughts 3.16 1.53 -.036 -1.450 
2. B2 Nightmares 2.42 1.48 .685 -.908 
3. B3 Flashbacks 2.29 1.46 .766 -.805 
4. B4 Emotional cue reactivity 3.55 1.52 -.454 -1.297 
5. B5 Physiological cue 
reactivity 
2.65 1.53 .339 -1.319 
6. C1 Avoidnce of thoughts 3.28 1.63 -.232 -1.544 
7. C2 Avoidance of reminders 3.10 1.68 -.055 -1.640 
8. C3 Trauma related amnesia 1.97 1.20  .995 .014 
9. C4 Anhedonia 3.29 1.53 -.262 -1.345 
10. C5 Feeling detached 2.49 1.57 .524 -1.244 
11. C6 Feeling numb 2.51 1.56 .527 -1.236 
12. C7 Hopelessness 2.12 1.46 .970 -.507 
13. D1 Disturbed sleep 3.08 1.62 -.054 -1.574 
14. D2 Irritability/anger 3.35 1.45 -.277 -1.220 
15. D3 Concentration difficulty 2.72 1.47 .271 -1.251 
16. D4 Hypervigilance 2.31 1.46 .735 -.834 
17. D5 Exaggerated startle 2.44 1.50 .559 -1.119 
PCL-total 46.72 15.50 .054 -.750 
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Table 3: Goodness-of-fit Indices 
Models Chi-square df CFI TLI SRMR RMSEA RMSEA 
90% CI 
Model 1 (three –
factor DSM-IV) 
366.859 116 0.85 .83 .058 .085 .075-0.095 
Model 2 (four-
factor Numbing) 
231.600 113 0.930 .916 .047 .056 .048- .070 
Model 3 (four-
factor Dysphoria) 
218.132 113 .938 .926 .044 .056 .045- .067 
Model 4 (five-
factor Dysphoric 
Arousal model) 
190.860 109 .952 .940 .042 .050 .038- .062 
 
The best fitting model (Dysphoric Arousal model) resulted in standardized factor 
loadings (Table 4) that ranged from .311 to .827. The correlations among the five factors 
(re-experiencing, avoidance, numbing, dysphoric arousal, and anxious arousal) ranged 
from .34 to .82. 
Reliability 
 The internal consistency of the PCL-C for the whole sample as measured by 
Cronbach’s coefficient was .89 for the total score. Based on the subscales for the 5-factor 
Dysphoric Arousal model, Cronbach’s coefficient were .81 for re-experiencing sub-scale, 
.81 for avoidance sub-scale, .71 for numbing sub-scale, .73 for dysphoria arousal sub-
scale, and .68 for anxious arousal sub-scale. Corrected item-total correlations were over 
0.4 for the PCL total scale, with the exception of the correlation between the total score 
and item 8 (C3: trauma related amnesia) which was .31. The reliability would not change 
if item 8 (C3) was deleted from the test. The mean of inter-item correlation coefficient 
was .32 for the full PCL, .45 on the re-experiencing subscale, .68 on the avoidance 
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subscale, .32 on the numbing subscale, .47 on the dysphoria arousal subscale, and .52 on 
the anxious arousal subscale. 
Table 4: Standardized factor loadings and factor correlations for the five-factor PTSD 
model 
PCL-items R A N DA AA 
1. Intrusive thoughts .714     
2. Nightmares .614     
3. Flashbacks .626     
4. Emotional cue reactivity .726     
5. Physiological cue reactivity .685     
6.Avoidnce of thoughts  .827    
7. Avoidance of reminders  .826    
8. Trauma related amnesia   .311   
9. Anhedonia   .601   
10. Feeling detached   .695   
11. Feeling numb   .597   
12. Hopelessness   .667   
 13. Disturbed sleep    .690  
14. Irritability/anger    .710  
15. Concentration difficulty    .657  
16. Hypervigilance     .805 
17. Exaggerated startle     .639 
Factor correlations      
A .62     
N .70 .52    
DA .80 .55 .82   
AA .60 .34 .65 .66  
A: avoidance; AA: anxious arousal; DA: dysphoric arousal; N: numbing; R: re-experiencing. 
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Discussion 
In the present study we adapted and translated the PCL-C from English to Arabic 
and assessed its reliability as well as construct and concurrent validity by testing four 
competing models of PTSD symptoms (the DSM-IV model, the Numbing model, the 
Dysphoria model, and the Dysphoric Arousal model). We also assessed the extent to 
which PCL-C corresponds to a previously established measure of depressive symptoms 
among Saudi women who have experienced IPV. The study yielded evidence in favor of 
the five-factor Dysphoric Arousal model (Elhai et al., 2011) – reexperiencing (B1–B5), 
avoidance (C1–C2), numbing (C3–C7), dysphoric arousal (D1–D3) and anxious arousal 
(D4–D5), albeit the fit indices for four-factor numbing model and four-factor dysphoria 
model were fairly similar. The high correlation found between PCL-C total score and 
CESD total score provides evidence of concurrent validity. Internal consistency of both 
the full scale and subscales were satisfactory based on alpha and item-total correlations. 
Thus, there is evidence for the validity and reliability of the Arabic version of the PCL-C 
when used as a screening instrument for PTSD symptoms among Saudi women. This 
suggests that the adaption and translation procedure was successful and that the scale can 
be applied in populations of Arabic speakers.  
The finding that the five-factor Dysphoric Arousal model was the best fit with the 
data is consistent with other research (e.g. Armour et al., 2012; Byllesby et al., 2016; 
Demirchyan et al., 2014; Elhai et al., 2011; Pietrzak, Tsai, Harpaz-Rotem, Whealin, & 
Southwick, 2012;, Armour, & Elklit, 2012) which have suggested the five-factor model 
as better represents PTSD’s underlying dimensionality. Yet, it is important to note that 
the sample of women who have experienced IPV in the present study is markedly 
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different from those in which the factor structure has been examined previously (e.g. 
veterans and individuals exposed to natural disaster) in terms of the trauma type. IPV 
survivors experience prolonged and repeated trauma, as they live in terror and captivity 
(Herman, 1992). Thus, the features of their trauma symptoms are usually complicated 
(called complex PTSD) and uniquely linked to the nature of IPV (Herman, 1997). 
Therefore, the current study makes a contribution to the literature as it tested the 
alternative PTSD symptoms models with a sample of women who have experienced IPV. 
An accurate understanding of the structure of PTSD symptoms among women who have 
experienced IPV might help inform the assessment of PTSD, as the presentation of PTSD 
symptoms may be more heterogeneous and complex than that described in the DSM-IV. 
The study supports Watson’s (2005) theoretical model that was used to develop 
the five-factor Dysphoric Arousal model. This theoretical model suggests the PTSD’s 
D1–D3 (sleep difficulty, irritability, and concertation difficulty) symptoms differ 
conceptually from both the hyperarousal factor (where both DSM-IV model and 
Numbing model placed them), and the dysphoria factor (where the Dysphoria model 
placed them) (Table 1). The D1–D3 symptoms create a distinct cluster because these 
symptoms are characterized by restlessness and agitation and are more related to general 
distress, while D4–D5 tap the anxious arousal that feature fear-based (panic) disorders 
(Watson, 2005). There is evidence that the level of hyperarousal symptoms predict the 
trajectory of psychological adjustment and the severity of other symptom clusters over 
time (Schell, Marshall, & Jaycox, 2004). Hyperarousal symptoms have been found to 
predict abused women’s physical health (Woods, Campbell, Hall, & Wineman, 2003; 
Woods & Wineman, 2004) and physical IPV re-victimization (Iverson et al., 2013). 
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Therefore, support for separating the D1-D5 items into two distinct clusters (i.e. 
dysphoric arousal and anxious arousal) in a sample of abused women may have 
implications for the trajectory of PTSD symptoms among women who have experienced 
IPV. Researchers and clinicians should examine the role of dysphoric arousal and 
anxious arousal in predicting the chronicity of PTSD and women’s physical and mental 
health.  
Further research is also needed to examine the structure of PTSD symptoms 
among women who have experienced IPV using different measures and/or with samples 
of women from different backgrounds in order to confirm the latent structure for PTSD. 
In addition, more studies are needed to examine the longitudinal structural invariance of 
the Dysphoric Arousal model among abused women who are in current relationship or 
who have left an abusive relationship. Research on the health consequences of IPV would 
benefit from greater consensus on the structural model of PTSD symptoms that holds up 
across diverse samples and time. 
In the current study, all factor loadings were moderate to high except the factor 
loading for trauma-related amnesia. This relatively low loading was previously found in 
CFA studies across different samples (e.g. Armour & Shevlin, 2010; Armour et al., 2015; 
Elhai et al., 2011; Miller et al., 2013; Palmieri et al., 2007; Wang, Zhang, et al., 2011), 
including in an IPV sample (Krause et al.,2007). Matlow and DePrince (2013) found that 
chronic victimization (i.e., multiple incidents of victimization by the same perpetrator, 
such as in IPV) would be specifically related to active avoidance PTSD symptoms, but 
not passive avoidance symptom such as “inability to recall an important aspect of the 
trauma”. Researchers view the amnesia item as quite difficult to assess, because people 
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with amnesia are not be able to accurately report what they cannot remember (King et al., 
1998). There is no guidance as to what constitutes an “important aspect” of traumatic 
experience (Weathers, Marx, Friedman & Schnurr, 2014). Amnesia has also been 
understood as a manifestation of dissociation (Carlson, Dalenberg, & McDade-Montez, 
2012). Research suggests that the amnesia symptom is most likely reported by people 
with a subtype of PTSD characterized by depersonalization, derealization, and/or 
flashbacks (Wolf et al., 2012). It has been also argued that it is unclear whether the 
information is in memory but the person is unable to access (i.e. retrieval failure), or it 
was never stored in memory (encoding failure). Moreover, it is hard to conclude whether 
the retrieval failure is caused by motivated forgetting or normal forgetting (McNally, 
2003, 2009).  
The reliability and validity of PCL-C in a sample of Saudi women adds to the 
general body of research on the cross-cultural applicability of PTSD (Good & Hinton, 
2016), because the study reinforces that PTSD is a universal and cross-culturally valid 
response to traumatic events. The current study is the only study to assess PTSD’s latent 
structure in an Arab population and represents the first investigation of the structure of 
PTSD symptoms carried out in Middle East. The few studies that were conducted in non-
Western countries (Armour et al., 2013; Wang et al., 2011; Wang et al., 2012; Fodor et 
al., 2015; Charak et al., 2014) deemed the Dysphoric Arousal model to be the best fitting 
model which is similar to our findings and the major Euro-American findings. This 
comparability lends further support to the cross-cultural applicability of the five-factor 
PTSD model. Since the four-factor Numbing model (King et al., 1998) as well as the 
four-factor Dysphoria model (Simms et al., 2002) adequately fit the data, further studies 
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need to be conducted with the purpose of comparing these models with competing 
models using the Arabic version of PCL-C among different Arab samples.  
The present study was limited in several ways. All women were recruited from primary 
care centers in Saudi Arabia. Thus, it is unclear how generalizable the results are to other 
abused women from shelters, rural areas, or different cultural backgrounds. The 
generalizability of the results could be limited to general Arab populations. Since the data 
used in this study were cross-sectional, we could not examine the longitudinal structural 
invariance of PTSD symptoms. Moreover, the Dysphoric Arousal model is limited since 
two of the latent factors (avoidance and anxious arousal) include only two items each 
(Kline, 2011). Creating subscales of constructs with so few items led to low reliability for 
anxious arousal subscale (alpha= .68). Thus, further research is needed to increase the 
number of items to tap this construct. Finally, given that a new model of PTSD has 
emerged based on the DSM-5 (Armour et al., 2014; Pietrzak et al., 2014; Wang et al., 
2015), it is a limitation of this study that the PTSD symptoms from DSM-5 could not be 
tested. In  DSM-5,  PTSD has four clusters organized to  resemble the Emotional 
Numbing model, but with three additional symptoms. The Dysphoric Arousal model was 
not considered in developing DSM-5 because the expansion of the Dysphoric Arousal 
model coincided with the release of the new DSM-5 (Armour et al., 2015). Furhtermore, 
it is not possible to assess whether the 20-item DSM-5 model of PTSD fits with data from 
this study as PCL-C includes 17 of 20symptoms. The study was planned before the 
release of PCL-5 that is based on DSM-5.    
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Conclusion 
In the current study, we found support for the reliability and construct validity of 
the Arabic version of PCL-C. The results demonstrate the best fit for the five-factor 
Dysphoric Arousal model (Elhai et al., 2011) in the context of Saudi women who have 
experienced IPV. These results add to the growing body of literature examining the best 
model that represents PTSD’s underlying dimensionality. It also contributes to the 
existing literature on the cross-cultural applicability of PTSD symptoms using PCL-C, 
since it demonstrates the comparability of the Arabic and the English version. Further 
studies are needed to assess the factor structure of PTSD symptoms among women who 
have experienced IPV using the Arabic PCL-C. Because the two four factor models 
(numbing and dysphoria) provide adequate fit for the data as well, researchers using the 
Arabic version of PCL-C must carefully consider whether to assess these models. 
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CHAPTER FIVE 
ARTICLE THREE 
THE RELIABILITY AND VALIDITY OF THE ARABIC VERSION OF 
COMPOSITE ABUSE SCALE  
Introduction 
Intimate partner violence (IPV), a pattern of physical, sexual, emotional, 
economic and/or spiritual abuse by an intimate partner in the context of coercive control 
(Tjaden & Thoennes, 2000), is a widespread, international issue experienced by 15% to 
71% of all women in their lifetime (World Health Organiation, 2005). In the past two 
decades, research on IPV has increased dramatically worldwide, leading to increased 
public awareness and understanding that IPV is an important public health problem and 
human rights issue (Ellsberg & Heise, 2005).  
Development of high quality evidence about IPV and its effects depends on the 
availability of reliable and valid measures that are capable of capturing the complexity of 
this concept (Follingstad & Ryan, 2013; Waltermaurer, 2005). Establishing the reliability 
of IPV measures is imperative in understanding the measure’s stability, consistency, 
and/or dependability (Ryan, 2013). Evaluating the factor structure (validity) of IPV 
measures is an important topic of continued study. It can provide insight into the 
underlying dimensions of IPV or confirm previous theoretical and/or empirical 
knowledge of IPV. Such research has implications for developing accurate prevalence 
rates of IPV. It also can advance the understanding of risk factors for specific dimensions 
of IPV and reveal relationships between abuse types (e.g. emotional abuse) and health 
consequences. Finally, gleaning this information can enhance developing and evaluating 
new intervention programs related to IPV. 
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Although IPV is a significant problem for women regardless of their racial, 
ethnic, and socioeconomic background (Heise, 1999; Krahé, Bieneck, & Möller, 2005), a 
systematic review highlighted the significant need for additional testing and validation of 
IPV instruments in various populations and with women from varied race, ethnic and/or 
cultural backgrounds (Rabin, Jennings, Campbell, & Bair-Merritt, 2009). In Arab 
countries, including Saudi Arabia (SA), research on IPV is hampered by lack of 
instruments whose psychometric properties have been rigorously assessed. Studies in the 
Arab world have tended to capture only physical abuse (e.g. Eldoseri, Tufts, Zhang, & 
Fish, 2014; Al-Faris et al., 2013; Khawaja & Barazi, 2005; Rachana et al., 2002), because 
this is the easiest detectable form of abuse. Psychological/emotional abuse that is usually 
perpetrated by husbands to control their partners has been overlooked in the few Arab 
studies that have been completed. Yet, evidence suggests that psychological/emotional 
abuse has dire impacts on women’s health and is a strong predictor of women’s traumatic 
responses to abuse (DeKeseredy & Schwartz, 2009). By failing to consider other types of 
abuse, this approach has been critiqued for exacerbating the issue of underreporting as 
well as underestimating the prevalence of the IPV (DeKeseredy & Schwartz, 2011).  
In addition, a number of studies conducted with Arab populations have used 
measures that were created by the researchers to document acts of abuse using checklists 
of abusive behaviors (e.g. AboulAzm et al., 2009; Afifi et al., 2011; Barnawi, 2015; 
Bohlaiga et al., 2014; Rachana et al., 2002). However, this approach has been criticized 
by the absence of a contextual framework for the behaviors (Follingstad & Rogers, 2013) 
and the lack of consideration given to the dynamics of abusive relationships (Krahé, 
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Bieneck, & Möller, 2005). Further, most studies that developed their own measures did 
not elaborate on the reliability and validity of the scales.  
 Other studies conducted with Arab women have used translated scales such as 
the Conflict Tactics Scales (e.g. Haj-Yahia & Clark, 2013; Tashkandi & Rasheed, 2009), 
the Abuse Assessment Screen (e.g. Al-Modallal, Abu Zayed, Abujilban, Shehab, & 
Atoum, 2015), Index of Spouse Abuse (e.g. Al-Khurinej, Almutairi, & Allengawi, 2009), 
and the questionnaires for the WHO Multi-country Study on Women’s Health and 
Domestic Violence Against Women (e.g. Al-Modallal et al., 2015). However, the 
researchers have not reported the reliability and validity of these measures. In addition, 
most of these measures have other significant limitations. For example, Conflict Tactics 
Scale (CTS; Straus, 1979) has been widely criticized as it measures the phenomenon of 
IPV out of context (Belknap, 2001; Dobash & Dobash, 2004) by solely counting crude 
numbers of violence acts (DeKeseredy & Schwartz, 2011). The CTS does not consider 
forced isolation (Jiwani, 2000) or fear instilled in women (Barnett, Miller-Perrin, & 
Perrin, 2005) and includes only items related to psychological conflict instead of 
psychological abuse (Tolman, 1989). Similarly, the usefulness of Index of Spouse Abuse 
is limited, because it’s weighted scoring system is challenging to use (Eliason, Taylor, & 
Arncft, 2005). Also, the non-physical items have been criticized for being vague and 
poorly defined (Winstok & Sowan-Basheer, 2015).  
Thus, without a well-validated IPV measure, it is challenging to make meaningful 
comparisons across studies in the Arab world or to conduct large-scale population-based 
studies within the country that could produce meaningful information. The way in which 
IPV is conceptualized or defined critically influences prevention, recognition, and 
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treatment strategies that are implemented within a society (Woodin, Sotskova & O’Leary, 
2013). In essence, the key to conducting rigorous research and developing and testing 
interventions is the capacity to accurately and appropriately estimate rates of IPV and 
measure its dimensions (Bachman, 2000; Saltzman, 2004). To promote the development 
of a body of research on IPV, as well as inform interventions and policies in Arab 
countries, particularly SA, a standardized and comprehensive measure of IPV needs to be 
available. Thus, the most beneficial approach to the field of IPV in Saudi Arabia is to 
begin with a gold standard measure that embraces a comprehensive definition of IPV and 
has been proved to be reliable and valid among Saudi women.  
The lack of a multi-dimensional measure that assesses various aspects of abuse 
comprehensively presents challenges for researchers (Evans, Gregory, Feder, Howarth, & 
Hegarty, 2016). The 30-item Composite Abuse Scale (CAS; Hegarty, Bush, & Sheehan, 
2005) was developed in response to this issue and as a way of addressing the limitations 
of other IPV measures (Hegarty et al., 2005). It has become a gold standard in assessing 
IPV that is recommended for use by the National Centre for Injury Prevention and 
Control in the United States (Thompson et al., 2006). The CAS uses a comprehensive 
definition of IPV that considers the severity and frequency of different types of abuse and 
the context in which women are deliberately isolated and subserviently treated (Hegarty 
et al., 2005; Hegarty & Roberts, 1998). It asks women to rate how often in the past 12 
months they experienced abusive actions on a 6-point likert scale ranging from never (0) 
to daily (5).  
Initially, Hegarty et al (1999) recruited 427 Australian nurses to assess the CAS’s 
reliability and validity. The analysis revealed a four-factor solution: Severe Combined 
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Abuse (SCA), Emotional Abuse (EA), Physical Abuse (PA), and Harassment (H). The 
internal consistency reliability of the scale was high, with Cronbach’s alpha for the SCA, 
EA, PA, and H scales were .95, .92, .95, and .91, respectively and all item-total 
correlations above .6. Face validity, criterion validity, and construct validity were 
assessed and established (Hegarty et al., 1999). A second validation study was conducted 
with a sample of 1,836 Australian women attending general health practice (Hegarty et 
al., 2005). The 74 items were reduced to 30 items and convergent validity was 
established. The same four-factor model identified in initial development was also 
supported in the second study (Hegarty et al., 2005). 
The CAS has been used to identify IPV among clinical populations in Australia 
(e.g. Gartland, Hemphill, Hegarty, & Brown, 2011), and the UK (Sohal, Eldridge, Feder, 
2007). The CAS has also been adapted and translated in eight different languages and 
used in different countries including Holland (Prosman et al., 2011), Nigeria 
(Mapayi, Makanjuola, Fatusi, & Afolabi, 2011), Russia (Lokhmatkina, Kuznetsova, & 
Feder, 2010), and India (Sohani et al., 2013). In the previous studies that reported the 
reliability, the CAS has demonstrated adequate internal reliability (Crohnbach’s alpha 
>0.75).  
Despite the widespread use of the CAS, the factor structure of the scale has only 
recently been re-evaluated in two studies (Loxton et al. 2013; Ford-Gilboe et al, in press), 
neither of which were able to replicate Hegarty’s four factor model. Loxton et al. (2013) 
tested the factor structure of a 28-item version of the CAS called the Community 
Composite Abuse Scale (CCAS), in which the three sexual abuse items were collapsed to 
one item. Participants were a corhort of 7,608 women taking part in the Australian 
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Longitudinal Study on Women’s Health. Factor analyses supported a three factor model, 
with domains representing physical abuse, emotional abuse, and harassment, along with 
the single sexual abuse item. More recently, Ford-Gilboe et al (in press) evaluated the 
factor structure of the CAS using data from a sample of 6278 Canadian women, as part of 
a larger study designed to develop a brief version of the CAS for use in population 
surveys. As well, factor analyses supported three factor solution which are physical, 
sexual, and psychological abuse. Results of these two factor analysis studies suggest the 
need to further test the factor structure of CAS in diverse contexts. 
The CAS was recently translated into Arabic as a first step in exploring the 
prevalence of IPV among Saudi women living in the UK (Alhabib, Feder, & Horwood, 
2013). Translation of the CAS was conducted in four stages. In the first stage, a bilingual 
General Practitioner conducted a preliminary forward translation. In the second stage, the 
bilingual General Practitioner and two panels of bilingual experts (i.e. a consultant 
psychiatrist and a layperson) reviewed the initial translation of the CAS to ensure that 
content validity was maintained. Next, two focus groups reviewed the format and 
wording of the questionnaire. Finally, back-translation of the CAS by an independent 
professional bilingual translator was completed to check the accuracy of the original 
translation. Based on feedback, the term used for “intimate partner” was changed to 
“husband”, since using boyfriend or girlfriend is not acceptable in the Saudi culture at the 
current time. Items were judged as acceptable and appropriate for use with Saudi women 
with one exception: item 25 which asked women about the use of foreign objects in the 
vagina, was removed because it was seen as intrusive (Alhabib et al., 2013). While the 
Arabic version of the CAS has potential to substantially advance researching on IPV in 
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Saudi Arabia, the reliability and validity of 29-item Arabic version of CAS were not 
reported. Thus, additional research is still required to assess its applicability, reliability 
and validity among Saudi women prior to the widespread use of the scale. Consequently, 
the purpose of this analysis was to assess the psychometric properties of the Arabic 
version of CAS among Saudi women who had experienced IPV. Specifically, we 
evaluate the reliability (internal consistency), construct validity (factor structure), and 
concurrent validity of the scale and discuss its use in both practice and research.  
Method 
The analysis in this paper utilized data from a larger study examining the impact 
of IPV on Saudi women’s health in a convenience sample of 299 married women 
recruited from nine primary health care centers (PHCCs) in Saudi Arabia. Adult women 
(age 18 -65 years), who presented to the PHCC seeking care for themselves or for their 
children, were asked by a staff member if they were interested in participating in a 
women’s health study. Those who agreed (n=774) were screened for exposure to IPV 
using an Arabic translation of the Abuse Assessment Screen (AAS; Parker & McFarlane, 
1991). In all, 311 of 774 women (40.2%) screened positive for IPV in the past 12 months 
and were provided with a description of the study and invited to participate. Among 
women who screened positive for IPV, 305 women (98.1%) agreed to participate and 
completed an interview. Six cases were excluded from the study, four of which contained 
larger amount of missing data (from 20.7% to 71.4% on main variables) and two in 
which women answered no to all abuse item, even though they screened positive for IPV 
based on the AAS. Thus, the total sample for the study was 299. Written consent was 
obtained from each woman prior to data collection; the consent was read to women who 
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were unable to read and write and they were asked to provide a thumb print to indicate 
their consent. 
Data Collection 
Structured interviews (SI) comprised of standardized self-report measures and 
survey questions, were conducted by trained researchers with each woman in a private 
room in the PHCC. Standardized protocols were used to make certain that data were 
collected in a similar way and that attention to women’s safety was prioritized. Interviews 
took 20 to 40 minutes to complete. Each woman received a gift certificate for 50 Saudi 
Riyal (SR) (equivalent of $16 cdn) from a local grocery story to recognize her 
contributions and time. Ethics approval to conduct this study was obtained from the 
Research Ethics Board at Western University and Institutional Review Boards (IRB) for 
both the Ministry of Health and King Abdullah International Medical Research Center 
(KAIMRC) /MNGHA in Saudi Arabia.  
Sample 
The mean age of participants was 36.11 years (SD= 10.20, range 18–64). The vast 
majority of women (92.3%) were mothers. The mean of women’s personal income was 
1,702 Saudi Riyal (SR) ($589 Canadian) per month (SD= 3,522 SR). Women’s total 
household monthly incomes ranged from 0 to 53 SR ($0 to $18,550 Canadian) per month 
with a mean 9,455 SR ($3,303 Canadian) (SD= SR 7,324); however 5.57% of women 
didn’t know their family income. This sample income is lower than the general Saudi 
population, as the mean of Saudi family income is estimated to be 14,250 SR per month 
(McKinsey Global Institute, 2015). Women’s educational backgrounds varied widely; 
10.7% were unable to read and write, 30.1% had completed elementary school, 29.1% 
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had completed high school, and 21.4% had earned a university/college degree. The 
literacy rate is higher at this sample compared with the general Saudi population, as 
17.8% of Saudi women can’t read and write (UNESCO Institute for Statistics, 2011) 
compared to 10.8% in the sample. Participants had experienced wife abuse for an average 
of 11.4 years (range = 0.08 - 45.0, SD=9.985). For detailed description of the sample see 
chapter three.  
Measurement 
Composite Abuse Scale. This analysis uses women’s responses to questions on 
the 29-item Arabic Composite Abuse Scale (CAS) (Alhabib et al., 2013). The Arabic 
CAS uses the same response options and scoring as the original CAS. Women were 
asked to rate how often in the past 12 months they experienced 29 abusive acts on a 6-
point Likert scale (ranging from 0= never to 5= daily). Items encompassed four 
subscales: a) Severe Combined Abuse (8 items), which includes combination of severe 
physical abuse items, physical isolation aspects of emotional abuse, and all sexual abuse 
items; b) Physical Abuse (7 items), which includes less severe physical abuse items; c) 
Emotional Abuse (11 items), which includes verbal, psychological, dominance and social 
isolation abuse items; and d) Harassment (4 items), which includes items about being 
stalked and harassed. Total and subscale scores can be computed by summing all 
applicable items.  
Center for Epidemiologic Studies-Depression (CESD) Scale. The CESD 
(Radloff, 1977) was used to examine the concurrent validity of the CAS, because there is 
strong evidence that IPV and depressive symptoms are related (Lacey, Mcpherson, 
Samuel, Sears, & Head, 2013; Kim-godwin, Maume, & Fox, 2014). Women were asked 
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to rate the frequency of experiencing symptoms in the past week on a 4-point likert scale 
ranging from rarely or none (1) to most of the time (4). The CESD has demonstrated 
strong reliability among different populations (Ford-Gilboe et al., 2009; Jarvis, Gordon, 
& Novaco, 2005; Thomas, Jones, Scarinci, Mehan, & Brantley, 2001). For the purpose of 
study, the Arabic version of CESD was used (Ghubash, Daradkeh, Al Naseri, Al Bloushi, 
& Al Daheri, 2000). Internal consistency was 0.86 in this current study. 
Data Analysis 
Preliminary analysis related to missing data was conducted before the main 
analysis. Although the missing data occurred at a low frequency for the CAS (range from 
0% to 0.3%), the assumption of data missing completely at random (MCAR) was 
evaluated using Little’s MCAR test (Little, 1988). Results showed that the assumption of 
MCAR was met (χ2 (77) = 39.012, p=1.00) as the test was non-significant. Missing item 
level data were imputed by using the individual’s average score from the scale items. 
Using the case mean to impute or substitute missing data was appropriate because people 
are usually internally consistent across a set of items that form a scale and it has an 
advantage of using the whole sample (Polit, 2010). 
The analysis plan was designed to test the reliability and validity of the Arabic 
CAS based first on the original 4 factor model proposed by Hegarty and, if this model 
proved to be inadequate, to employ more exploratory analysis to identify a factors 
structure that would best fit the data. The Statistical Package for Social Sciences (SPSS) 
Version 23 was used to assess descriptive statistics for each item, conduct an item 
analysis, and estimate the internal consistency reliability of the CAS total score and the 
original four subscales (Severe Combined Abuse, Physical Abuse, Emotional Abuse, and 
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Harassment) using Cronbach’s alpha. The concurrent validity of the CAS was examined 
by computing the correlation between the CAS total score and CESD total score. 
Next, Mplus 7 (Muthen & Muthen, 2012) was used to conduct a Confirmatory 
Factor Analysis (CFA) of the 29-item Arabic version of CAS in an attempt to replicate 
the original four subscales (Sever Combined Abuse, Physical Abuse, Emotional Abuse, 
and Harassment). The model fit for CFA was assessed using several goodness-of-fit 
indices: root-mean-squared error of approximation (RMSEA), comparative fit index 
(CFI), and chi-squared. Empirically-defined benchmarks were used to interpret the fit 
indices, with CFI and TLI= .90 indicative of adequate fit and ≥.95 indicative of excellent 
fit; and RMSEA =.08 indicative of adequate fit and ≥.06 indicative of excellent fit (Hu & 
Bentler, 1999).  
In the event that the 4 factor model did not fit the data and the modification 
indices were theortically unreasonable, an exploratory factor analysis (EFA) was planned 
in Mplus to identify the underlying dimensions of IPV in the item pool among Saudi 
women. EFA is a method used to discover the number and nature of factors that explain 
the most variation and covariation in a set of measure’s items without imposing a pre-
determined model (Kline, 2013; Preacher & MacCallum, 2003). A model was estimated 
with the number of factors ranging from 2 to 5 based on the theoretical knowledge and 
initial results from SPSS using scree plots, eigenvalues greater than one, and percent of 
variance accounted for by each extracted factor. An oblique rotation, where the factors 
are allowed to correlate (covary), was chosen, because types of abuse are not completely 
independent (Caetano, Field, Ramisetty-Mikler, & Lipsky, 2009). Although varimax 
rotation was used in the initial factor analysis of the CAS, it has been argued to be 
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inappropriate because factors are rarely if ever uncorrelated theoretically and empirically 
(Kline, 2013; Preacher & MacCallum, 2003). Decisions about the best model were made 
based on evaluation of the model fit criteria (RMSEA, SRMR, and CFI) as well as 
conceptual clarity, interpretability and theoretical salience of the rotated factors. 
Finally, we planned to assess the concurrent validity of the CAS again in the 
event that items were deleted from the scale. A second item-analysis was also planned to 
estimate the reliability (internal consistency) of each of the newly derived factor using 
Cronbach’s alpha and to describe the contribution of each item to the total alpha, the 
average inter-item correlations for sub-scales (factors), and correlation of items with their 
intended factors (using corrected item–total correlations). 
Results 
Descriptive statistics for each item are shown in Table 1. The mean total CAS was 
30.23 (SD =20.86) with a range of 2–137. Inspecting the means for all items showed that 
four items had low means: locked me in the bedroom (item 5); harassed me at work (item 
16); used a knife or gun or other weapon (item 18); and tried to convince 
friends/family/children I was crazy (item 27). Two items (Item 12: blamed me for causing 
their violent behavior and Item 25: refused to let me work outside the home) had high 
means relative to other items. All but three items were normally distributed: harassed me 
at work (item 16); used a knife or gun or other weapon (item 18); and tried to convince 
friends/family/children I was crazy (item 27) had skewness indexes were above 3.0 and 
kurtosis indexes above 10.0 (Kline, 2011). 
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Table 1: Item-level descriptive statistics, item-total correlations, and internal consistency of CAS (N=299). 
 
CAS-items M SD Skew Kurtosis Item-total 
correlations 
Alpha if item 
deleted 
CAS1: Told me I wasn't good enough  1.99 1.64 .324 -.942 .473 .892 
CAS2: Kept me from medical care  .61 1.18 2.149 4.263 .483 .892 
CAS3: Followed me  .99 1.55 1.432 .883 .347 .894 
CAS4: Turned family/friend/children against me  1.04 1.55 1.235 .283 .544 .890 
CAS5: Locked me in the bedroom  .35 .91 2.911 8.553 .490 .892 
CAS6: Slapped me  1.07 1.46 1.734 4.607 .572 .890 
CAS7: Raped me .66 1.22 1.850 2.685 .371 .894 
CAS8: Told me that I was ugly  .91 1.30 1.278 .785 .497 .891 
CAS9: Tried to keep me from seeing or talking to family  1.00 1.46 1.394 1.054 .500 .891 
CAS10: Threw me  .70 1.18 1.831 2.924 .636 .889 
CAS11: Hung around outside my house  .55 1.32 2.482 5.012 .291 .895 
CAS12: Blamed me for causing their violent behaviour  2.85 1.83 -.081 -.953 .459 .892 
CAS13: Harassed me over the telephone  .90 1.40 1.508 1.358 .426 .893 
CAS14: Shook me  1.04 1.47 1.351 .901 .600 .889 
CAS15: Ttried to rape me  .79 1.28 1.545 1.590 .374 .894 
CAS16: Harassed me at work  .32 .91 3.416 12.402 .224 .895 
CAS17: Pushed, grabbed or shoved me 1.24 1.38 .929 .107 .587 .889 
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CAS-items M SD Skew Kurtosis Item-total 
correlations 
Alpha if item 
deleted 
CAS18: Used a knife or gun or other weapon .10 .42 4.773 23.748 .376 .895 
CAS19: Became upset if dinner/housework not done  1.82 1.76 .399 -1.179 .555 .890 
CAS20: Told me that I was crazy .85 1.37 1.586 1.659 .577 .890 
CAS21: Told no one would ever want me  .77 1.39 1.788 2.262 .432 .892 
CAS22: Took my wallet and left me stranded  1.60 1.88 .757 -.896 .451 .893 
CAS23: Hit or tried to hit me with something  1.19 1.41 1.078 .373 .579 .890 
CAS24: Did not want me to socialize with female friends  1.41 2.04 .985 -.798 .207 .900 
CAS25: Refused to let me work outside the home  2.38 1.95 .117 -1.462 .306 .897 
CAS26: Kicked/bit/hit with a fist  .53 1.08 2.127 4.012 .582 .890 
CAS27: Tried to convince friends/family/children I was 
crazy  
.26 .84 3.629 13.263 .458 .893 
CAS28: Told me I was stupid  1.73 1.70 .516 -.926 .553 .890 
CAS29: Beat me up  .61 1.24 2.111 3.676 .630 .889 
CAS-total 30.23 20.86 1.357 2.469   
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Reliability and Validity Based on the Original Four-Factor Structure 
The internal consistency of the CAS as measured by Cronbach’s alpha coefficient 
was .895 for all 29 items, with item-total correlations ranging from .207 to .636. Three 
items had item-total correlations below .30 (Item 11: hung around outside my house; Item 
16: harassed me at work; Item 24: did not want me to socialize with female friends). The 
reliability of the overall scale would increase if item 24 (did not want me to socialize with 
female friends) and item 25 (refused to let me work outside the home) were deleted from 
the test. The inter-item correlation coefficients ranged from -.017 to .836 (mean .246) on 
the entire CAS.  
Internal consistency of the subscales was .597 for severe combined abuse, .793 
for emotional abuse, .903 for physical abuse, and .548 for harassment. Thus, internal 
consistency reliability was acceptable (Cronbach's alpha ≥ 0.70; Nunnally & Bernstein, 
1994) for only 2 of the 4 subscales. For the severe combined abuse subscale, item-total 
correlations ranged from .233 to .414, with the inter-item correlation ranging from .045 to 
.836 (mean was .209). The lowest item-total correlations were for Item 18 and Item 25. 
For the emotional abuse subscale, item-total correlations ranged from .127 to .621, with 
the inter-item correlations ranging from -.017 to .638 (mean was .275). Only item 24 (did 
not want me to socialize with female friends) had an item-total correlations below .30. For 
the physical abuse subscale, item-total correlations ranged from .682 to .776, with the 
inter-item correlations ranging from .450 to .699 (mean was .582). For the harassment 
subscale, item-total correlations ranged from .237 to .442, with the inter-item correlations 
ranging from .150 to .407 (mean was .231). Both item 13 (harassed me over the 
telephone) and item 16 (harassed me at work) had item-total correlations below .30. 
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The CAS total score was moderately correlated with CESD (r= .505) which 
provides support to the concurrent validity of the CAS. CFA was conducted with the 
robust maximum likelihood (RML) method for parameter estimation, because the 
assumption of multivariate normality was not met based on the inspection of univariate 
distributions. Data are severely non-normal if the skewness index (SI) is ˃ 3 and kurtosis 
index (KI) is ˃ 10 (Kline, 2011). In this current data, univariate skewness ranged from -
.081 (CAS12) to 4.773 (CAS18), whereas kurtosis ranged from -1.462 (CAS25) to 
23.748 (CAS18) (Table 1). The goodness-of-fit indices for the CFA indicated that the 
original 4-factor model (Severe Combined Abuse, Physical Abuse, Emotional Abuse, and 
Harassment) from the scale developers (Hegarty et al., 1999; Hegarty et al., 2005) did not 
sufficiently fit the observed data. The goodness-of-fit indices were χ2 (371, N = 299) = 
954.630, CFI = .752, TLI = .729, RMSEA = .073 (90% CI: .067- .078), SRMR = .076. 
The modification indices were assessed but most were modest and the changes suggested 
did not make theortical sense.  
Exploratory Analysis of the CAS Structure   
Given the poor fit of the original four-factor structure with the item pool, and the 
lack of direction for additional anlaysis based on modification indices, an unrestricted 
EFA using MLR estimation and oblique rotation was conducted to identify a potential 
latent structure for the CAS. Using EFA, we ran solutions with 2, 3, 4, and 5 factors 
based on initial results from SPSS using scree plots, eigenvalues greater than one, and 
percent of variance accounted for by each extracted factor. Using fit-indices, a theory-
driven approach and the interpretability of the factor structure, the four-factor solution 
was the best solution and the only reasonable model. The fit-indices were χ2 (296, N = 
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299) = 532.34, CFI = .901, RMSEA = .052 (90% CI: .045- .059), SRMR = .043. Based 
on the item content, these factors were labelled Sexual Abuse, Physical Abuse, 
Controlling Behavior, and Verbal Abuse. Two items were identified for deletion. Item 24 
(did not want me to socialize with female friends) did not load on any factors at a 
threshold of .3, had the lowest item-total correlation and the reliability of the overall scale 
would improve if this item is deleted from the test. Women who are already in abusive 
relationship usually pull away from their friends (LaViolette & Barnett, 2013) and may 
lose interest in socializing (Alhabib, 2011). Saudi women are not allowed to drive which 
might hinder their ability to get out with their friends. Thus, this item might not be 
appropriate to the Saudi context. Similarly, item 25 (refused to let me work outside the 
home) loaded on the verbal abuse factor (.38) rather than the controlling behavior factor 
(.24) and had a high mean (2.38) relative to other items. These findings could be related 
to the Saudi context which discourages women’s economic involvement based on 
cultural attitudes (Achoui, 2006; Sidani, 2005). A husbands’ refusal to let women work 
outside the home is normative in Saudi Arabia.  
Thus, the EFA was run again excluding item 24 and 25. The fit-indices improved: 
χ2 (249, N = 299) = 444.780, CFI = .911, RMSEA = .051 (90% CI: .043- .059), SRMR = 
.040 and item loadings cleanly on each factor at a level of 0.3. The final rotated factors 
loadings are shown in Table 2. The Sexual Abuse factor consists of two items (factor 
loadings .95 to .96) that capture the use of manipulative and forceful sexual behaviors. 
The Physical Abuse factor consists of seven items (factor loadings .60 to .85) including 
items that tap range of acts of physical violence and force. The Verbal Abuse factor 
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includes six items (factor loadings .41 to .83) that measure the verbal acts, such as 
insulting, belittling, cursing, or humiliating the partner. The controlling behavior factor  
 
Table 2: Factor Loadings for the Four Factors Arabic Composite Abuse Scale  
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CAS-items Sexual Controlling Physical Verbal 
CAS07:Raped me .95    
CAS15:Tried to rape me .86    
CAS02:Kept me from medical care  .63   
CAS03:Followed me  .46   
CAS04:Tried to turn my family, friends and children 
against me 
 .38   
CAS05:Locked me in the bedroom  .38   
CAS09:Tried to keep me from seeing or talking to my 
family 
 .57   
CAS11:Hung around outside my house  .60   
CAS13:Harassed me over the telephone  .34   
CAS16:Harassed me at work  .42   
CAS18:Used a knife or gun or other weapon  .42   
CAS21:Told me that no one would ever want me  .33   
CAS22:Took my wallet and left me stranded  .48   
CAS27: Tried to convince my friends, family or 
children that I was crazy 
 .34   
CAS06: Slapped me   .71  
CAS10:Threw me   .80  
CAS14:Shook me   .60  
CAS17:Pushed, grabbed or shoved me   .61  
CAS23:Hit or tried to hit me with something   .74  
CAS26:Kicked me, bit me or hit me with a fist   .78  
CAS29:Beat me up   .85  
CAS01:Told me that I wasn’t good enough    .46 
CAS08:Told me that I was ugly    .56 
CAS12:Blamed me for causing their violent behaviour    .48 
CAS19: Became upset if dinner/housework wasn’t done 
when they thought it should be. 
   .78 
CAS20:Told me that I was crazy    .41 
CAS28:Told me that I was stupid    .83 
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includes twelve items (factor loadings .33 to .63) capturing coercive controlling tactics, 
such as threats, monitoring, and invocating male privilege. 
Item 18 (used a knife or gun or other weapon) from the original severe combined 
abuse subscale moved to the controlling behavior scale (factor loading .42). Given that 
this statement could be understood as “threatened” to use knife or gun or other weapon 
instead of real use (Ford-Gilboe et al, in press), this is an indicator of controlling 
women’s behavior. Similarly, item 21 (told me that no one would ever want me) from the 
original emotional abuse scale loaded on the controlling behavior factor (.33). However, 
this items could be perceived as an indicator of coercive control as the abusive partner 
(husband) might use this tactic to limit the woman’s options and prevent her from leaving 
him (Ford-Gilboe et al, in press). As noted in Table 3, the four factors were significantly 
and moderately correlated (ranging from .20 to .51), suggesting that the four factors 
reflect unique constructs. 
Table 3: Correlation Matrix for the Four Factors 
Factors 1 2 3 4 
1.Sexual abuse 1    
2. Controlling behaviour .34 1   
3. Physical abuse .25 .46 1  
4. Verbal abuse .20 .43 .51 1 
 
The concurrent validity of 27-item CAS was re-examined after the deletion of 2 
items. The correlation between the total score of the 27-item CAS with CESD was .509, 
which is slightly higher than with the original 29 items. The reliability (internal 
consistency) of the CAS was acceptable (.902 for the total scale and .903, .805, .910, and 
.781, for the physical abuse, verbal abuse, sexual abuse, and controlling behaviors scales, 
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respectively). The mean of inter-item correlation for the full scale was .27, and .58 for 
physical abuse subscale, .42 for verbal abuse subscale, .84 for sexual abuse subscale, and 
.25 for controlling behaviors subscale. The item-total correlations for the entire scale 
ranged from .223 to .644. For subscales, item-total correlations ranged from .682 to .776 
for the Physical Abuse; .682 to .776, for Verbal Abuse; .477 to .687 for Controlling 
Behavior; and .309 to .552 Sexual Abuse. The Cronbach’s alpha for the total scale as well 
as subscales would not increase if any item was deleted from the test. 
Discussion 
This paper aimed to assess the reliability of the Arabic CAS as well as replicate 
the factor structure found in the original development of the CAS conducted by Hegarty 
et al. (1999). As the first study to investigate the factor structure of Arabic version of an 
IPV measure, the results have potential to significantly enhance the conduct of IPV 
research in the Arab world, particularly in Saudi Arabia. The study produced two major 
findings. First, confirmatory factor analysis failed to replicate the original four-factor 
CAS structure in the current sample. Second, the exploratory factor analysis yielded an 
alternate four-factor model based on 27 of 29 items that fit the data from this sample of 
Saudi women, with subscales for Sexual Abuse, Physical Abuse, Verbal Abuse and 
Controlling Behavior. Results provide initial evidence that the 27 item Arabic CAS is 
both a reliable and valid measure of IPV in the Saudi context and, thus, can be adopted in 
future research. The result of this analysis are consistent to some extent with findings of 
previous studies (Ford-Gilboe et al., in press; Loxton et al., 2013) which failed to find 
support for a separate severe combined abuse factor, but identified separate physical, 
sexual and psychological abuse factors.  
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The finding that controlling behaviors is a distinct factors adds to the ongoing 
controversy about gender symmetry in IPV (DeKeseredy, 2011; Dutton, Hamel, & 
Aaronson, 2010; Johnson, 2011; Langhinrichsen-Rohling, 2010). A central concern to 
this debate is the problem of coercive control because control is highly gendered 
(DeKeseredy & Schwartz, 2011; Stark, 2006). Researchers who argue that IPV is gender 
neutral (Straus, 2008; Straus & Gelles, 1990) have mainly used measures like the 
Conflict Tactics Scales (Archer, 2000; Ehrensaft, Moffitt, & Caspi, 2004), a scale that has 
been critiqued for decontextualizing women’s experience of IPV by not adequate taking 
coercive control into account (Dobash, Dobash, Wilson, & Daly, 1992). Since the CTS 
assesses physical abuse and interpersonal conflict, it measures primarily the Situational 
Couple Violence (Kelly & Johnson, 2008). Failing to account for control in the 
relationship confounds gender differences in the experience of IPV. In the literature, there 
is a lack of research that conceptualizes and measures control as a key dimension of IPV 
(Dutton & Goodman, 2005); instead, coercive control tends to be conceptualized as an 
aspect of psychological/emotional abuse (Outlaw, 2009). Other research conceptualizes 
coercive control as non-physical abuse that includes emotional abuse, sexual coercion, 
and stalking (Carney & Barner, 2012). Giving greater attention to coercive control in 
abusive relationships highlights how women’s experiences of IPV are different than 
experiences of other traumatic events. As Herman (1992) argued, coercive control creates 
a unique form of relationship that has important psychological effects, because 
establishing control is based on continuous acts that are designed to damage women’s 
relations to others, cause a great deal of fear, and enhance the attachment to the abusive.  
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The ability to measure controlling behaviors separately from other forms of IPV 
contributes to the field of IPV for a number of reasons. Considering the control aspect of 
IPV is imperative in order to adequately define the context in which IPV occurs and 
relationship dynamics (Stark, 2006). Further, assessing the control construct has the 
potential to make gender differences in IPV visible, and enhances the understanding that 
abused women are subjected to strategies of control that extend to several aspects of their 
lives. According to Stark (2007), abused women do not merely suffer from physical 
abuse, but rather they are exposed to ongoing coercive control that results in deprivation 
of women’s liberty; in this sense, IPV is seen as a human rights issue (World Health 
Organization, 2013). In addition, having control as a separate aspect of IPV makes it 
possible for researchers to examine the prevalence of control and its impact on women’s 
well-being. For example, among women experiencing IPV, Coker et al. (2002) found that 
the relationship between IPV and drug abuse was stronger for controlling behavior than 
for verbal abuse. Disentangling the effects of controlling behavior may provide directions 
for developing perpetrator treatment intervention programs as well as in assessing 
women’s risk and safety planning (Dutton & Goodman, 2005). 
Moreover, the finding that controlling behaviors is a distinct subtype of abuse 
might be important feature of IPV in SA, a traditional patriarchal context in which men 
are granted power and control over women (Bryan, 2013). In Saudi Arabia, as other Arab 
countries, husbands are entitled to act as authority figures by controlling women’s actions 
and decisions as well as suppressing their personal freedom (Usta, Farver, & Sylva 
Hamieh, 2015). For example, 73.7% of Jordanian women (Al-Modallal et al., 2015) and 
68.3% of Sudanese women (Ahmed & Elmardi, 2005) experience control from their 
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partners. The finding that verbal abuse was a separate factor from controlling behaviors 
in this study could be related to Saudi context as well, because verbal abuse has been 
found to be the most common type of IPV among Arab women (Awwad et al., 2014). 
While both controlling behavior and verbal abuse are common and socially acceptable 
behaviors in SA, our results suggest that they should be recognized and measured as 
separate constructs in the Saudi context. This approach would allow for more in depth 
study of their unique impacts.  
The findings that two items (did not want me to socialize with female friends 
and refused to let me work outside the home) did not fit with the model and needed to be 
removed from the CAS could be related to the nature of abusive relationships and the 
Saudi context as well. Women in abusive relationship usually distance themselves from 
friends (LaViolette & Barnett, 2013). They are often socially isolated and may not be 
interested in socializing (Alhabib, 2011) due to shame and guilt related to IPV 
(Constantino & Bricker, 1997). Although abusive partners intentionally isolate women 
(Levendosky et al., 2004), at some point, they might no longer have to “try” (Evans et al., 
2016). The driving ban for Saudi women might further hinder their ability to socialize 
with their friends on a practical level.  
Furthermore, in the Arab world, including SA, there is a main cultural practice 
that deters women from working outside home based on cultural attitudes (Sidani, 2005). 
Mernissi (1987; 1993) questioned the refusal of the Arab male to accept the economic 
participation of women. She explained that the “space” in Arab male mind is entirely 
separated into an economic space (public and male) and a domestic space (private and 
female). In Saudi Arabia, there is a conservative ideology that assumes women should 
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stay at home to protect her “innate nature” and be thankful to assume the respected role 
of being a mother (Sidani, 2005). Therefore, in traditional or conservative families, men 
should work while women are expected to be stay-at-home mothers (Achoui, 2006). In 
addition, if women are allowed to work, there is a debate about where women should 
work (Hamdan, 2005). Saudi women constitute only 13% of Saudi workforce (Alarabiya, 
2015). Thus, a husband’s refusal to let a woman work outside the home is normative 
rather than being recognized as an indication of an abusive relationship. Consistent with 
Ford-Gilboe et al’s (in press) study, IPV experts also identified this item as not 
appropriate for women who cannot or do not want to work. 
The finding that item18 (used a knife or gun or other weapon) loaded on the 
controlling behavior factor could be understood in different ways. This result 
demonstrated some consistency with findings from Evans et al. (2016) and Ford-Gilboe 
et al. (in press) studies. In Evan et al. study, participants pointed out that item 18 has an 
ambiguous meaning as the word “used” was understood as being threatened with a knife, 
gun or weapons rather than an actual use. Similarly, in Ford-Gilboe et al. study, IPV 
experts highlighted that item 18 is unclear in whether ‘used' indicates threatened or 
harmed. Women in the current study may have interpreted this item in the same way, 
explained why it loaded on the control factor instead of the physical abuse factor (actual 
act of violence). In addition, the relatively low frequency of using a gun, knife or other 
weapon in the current study (M=0.10, SD= 0.418) might be explained by the fact that 
obtaining a gun is extremely restricted and regulated in SA. Despite its low occurrence, it 
is important to retain this item since this is a serious type of IPV that is a strong predictor 
of both injury and lethality (Campbell, Webster & Glass, 2009). 
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Similarly, the finding that item 21 (told me that no one would ever want me) 
moved to the controlling behavior factor may be linked to the cultural context. In the 
Arab world, a woman has the right to initiate a divorce, but the procedure is difficult 
compared to when the man initiates the divorce, specifically in SA. In addition, 
traditional families are still stigmatized from divorce, making this option very undesirable 
(Zuhur, 2011). Therefore, item 21 might be perceived by women as the husbands’ 
attempts to control options for leaving the relationships by reinforcing the very real 
negative consequences of this decision (i.e. not being accepted in society).  
Although concerns have been raised about whether it is appropriate to ask about 
sexual abuse in the Arab context (Shalhoub-Kevorkian, 1999), particularly Saudi Arabia 
(Al-Zahrani, 2003), increased attention to sexual abuse as a separate form of IPV among 
Saudi women is important in understanding women’s physical, reproductive, and mental 
health. Studies reveal that experiencing sexual and physical abuse at the same time 
increases women’s risk of poor physical and mental health outcomes, compared to 
experiencing physical abuse alone (Bonomi et al., 2007; Pico-Alfonso et al., 2006). For 
instance, sexual abuse predicts PTSD (Bennice, Resick, Mechanic, & Astin 2003; Symes, 
Maddoux, McFarlane, Nava, & Gilroy, 2014), somatization (Samelius, Wijma, Wingren, 
& Wijma, 2007; Symes et al., 2014), and unwanted pregnancies (Kapadia, Saleem, & 
Karim, 2009; Silverman, Gupta, Decker, Kapur, & Raj, 2007). Disclosing sexual abuse is 
difficult for women in Arab culture, particular in the context of marriage (Oweis, 
Gharaibeh, Al-Natour, & Froelicher, 2008), but the current study demonstrates that 
women were capable to reveal their experiences when appropriate measures are taken to 
protect their safety and privacy.   
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Since the Arabic CAS provides a reliable tool to measure experiences of physical 
abuse, verbal abuse, sexual abuse, and controlling behavior, it has the potential to 
advance scholarship related to IPV in Saudi Arabia. Since the CAS enables measurement 
of different dimensions of IPV, it could contribute to research exploring different patterns 
of IPV among Saudi women. Studies conducted in other contexts support the notion that 
there is not single pattern of IPV among women (Ansara & Hinden, 2010; Davies et al., 
2015). The availability of the CAS as a well-developed research scale could prompt 
additional discussion about and identification of IPV in health care setting. Advances in 
scholarship in the area of IPV in Saudi Arabia have the ultimate potential to move toward 
consensus around the definition and measurement of IPV, lessen underreporting of IPV, 
enhance the capacity to develop interventions that address abused women’s needs and 
well-being, guide reforms in policies, and improve the social and health services provided 
to IPV survivors. In other words, the availability of a reliable research measure, such as 
CAS, is essential in comprehensively investigating the IPV in the Saudi context and 
potentially in shifting the understanding that IPV is a private family matter rather than a 
public issue in need of services and social action.  
Given the exploratory nature of the current analysis, further examination of the 
factor structure of the 27-item CAS is needed. Nunnally (1978) noted that the findings of 
factor analysis of a measure might be influenced by the type of sample. The results of this 
study are limited by the use of a convenience sample of women who were seeking health 
care at the PHCCs in Eastern Region and Riyadh, which are main cities at the country 
and may not be generalizable to the broader population of women, those in shelter or 
living in rural areas. Thus, additional validation of the CAS is needed with larger 
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independent community and clinic samples in future studies. Additional studies are also 
required to assess the test-retest reliability to explore the measurement consistency over 
time. Despite these limitations, and the need for further testing for the Arabic CAS, the 
results of this analysis provides preliminary evidence of the strength of this 
comprehensive measure of IPV experiences among women. 
Conclusion 
The current study provides initial evidence that the 27 item Arabic CAS is both a 
reliable and valid to measure of IPV experiences in the Arab world, particularly in SA. 
Our results did not support to the original 4-factor model of the CAS (severe combined 
abuse, physical abuse, emotional abuse, and harassment), but supported an alternate 4-
factor model comprised of physical abuse, sexual abuse, controlling behaviors, and verbal 
abuse. The scale can be adopted in future research, but additional testing is needed with 
different samples and in diverse settings to validate the factor structure.  
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CHAPTER SIX 
STUDY SUMMARY AND ITS IMPLICATIONS 
Over the past decades, a substantial body of research has amassed that 
underscores the devastating impacts of IPV on women’s lives and health (e.g. Banks, 
2007; Campbell, 2002; Ford-Gilboe et al., 2009; Ouellet‐Morin et al., 2015; Wong, & 
Mellor, 2014). While this literature provides valuable insights into the widespread effects 
of IPV, it still has a few limitations. First, current evidence comes mainly from Western-
European countries and may not be generalizable to women living in different contexts. 
In Saudi Arabia, very little is known about IPV, because the issue is mostly hidden and 
kept within the sphere of private family life (Butler, 2015). In addition, there is a lack of 
Arabic reliable and valid measurements that assess IPV and common health outcomes 
associated with it among Saudi women. Second, the IPV literature lacks research that 
extensively examines the contextual mechanisms by which IPV and child abuse lead to 
chronic pain. Although depressive (Wuest et al., 2010) and post-traumatic stress disorder 
(PTSD) symptoms (Tiwari, Fong, Chan, & Ho, 2013; Wuest et al., 2009) have been 
found to mediate the impact of IPV on chronic pain, the differences (if any) between 
depressive and PTSD symptoms in terms of their mediation effects is poorly understood. 
Thus, studies focused on assessing and establishing the reliability and validity of IPV 
measures, understanding the pathways that explain the impact of IPV and child abuse on 
Saudi women’s chronic pain, and examining whether particular aspects of PTSD and 
depression function in unique ways as mediators are warranted, as they address critical 
gaps in the literature. 
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To address these gaps, the study was conducted with two primary aims: a) to test 
a theoretical model of the mechanisms which explains how both severity of child abuse 
and wife abuse affect women’s mental health (PTSD and depressive symptoms) and 
chronic pain and the mediating role of perceived social support, and, b) to advance the 
measurement of IPV and health problems associate with IPV by assessing the 
psychometric properties of Arabic versions of both Composite Abuse Scale (CAS) 
and PTSD Checklist—Civilian Version (PCL-C) that had been translated from English.  
Conceptual Model 
The conceptual model underlying this study is based on the Stress Process Model 
(SPM) (Pearlin, Menaghan, Lieberman, & Mullan, 1981). The SPM is a sociological 
framework that positions stress as a complex process that develops within the contexts of 
people’s social lives leading to various health outcomes. It highlights how various 
features of stress are interrelated and also combine over time to form a process (Pearlin et 
al., 1981). Thus, the SPM recognizes stressors and certain personal and social resources 
as crucial factors in the stress–illness trajectory. Using the SPM as a guiding framework 
fit the purpose of the study as stress is inherent in experiences of child abuse; IPV is also 
seen as a chronic stressor in women’s lives because it is existing within a continuing 
relationsip and is rooted in institutionalized social roles (Anderson & Saunders, 2003; 
Greenfield, Lee, Friedman, & Springer, 2011; Pearlin, 1989). 
The major concepts of the stress process model are: sources of stress (stressors), 
the mediators of stress, and the manifestations of stress. Stressors are continuing or 
persistent life problems that arise from the individual’s life and social context (Pearlin, 
1989). Stress mediators are resources that govern the effects of stressors on stress 
outcomes; thus, they have the capacity to shape variatios in outcomes (Pearlin, 1989). 
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Stressors could have indirect effects on the outcome through the mediators because the 
individuals’ resources may be diminished or increased by exposure to stressors and, in 
turn, exert effects on individuals’ health (Pearlin, 1999; Pearlin et al., 1989). Pearlin and 
his colleagues pointed to social support as an important psychosocial resource that works 
as a mediator (Turner, 2009; Pearlin, 1989). Outcomes are the manifestations of stress on 
health (Pearlin, 1989; Pearlin et al., 1997). These outcomes are varied, and could affect 
different aspects of human systems, such as the digestive and cardiovascular systems, the 
immunological and endocrine systems, and mental health (Pearlin, 1989).  
Based on both the SPM and the literature review, a conceptual model was 
constructed to test the relationships among severity of wife abuse and child abuse, mental 
health problems (PTSD and depressive symptoms), perceived family support and chronic 
pain. The model hypothesized that severity of IPV and child abuse would exert positive 
effects on women’s mental health (PTSD and depressive symptoms) and chronic pain 
directly and, indirectly, through perceived family support. Furthermore, mental health 
(PTSD and depressive symptoms) would mediate the relationship between severity of 
child abuse and IPV and chronic pain. Specifically, severity of wife abuse and child 
abuse would decrease women’s perceived family support, leading to higher mental health 
problem (PTSD and depressive symptoms) and chronic pain. Higher levels of PTSD and 
depressive symptoms would, in turn, result in chronic pain.  
Method 
This study involved two phases. In phase one (pilot study), two standard self-
report scales, the PTSD Checklist Civilian Version (PCL-C; Weathers, Litz, Huska, & 
Keane, 1994) and Chronic Pain Grade (CPG; Von Korff, Ormel, Keefe & Dworkin, 
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1992) as well as five sexual abuse items from the Childhood Trauma Questionnaire 
(CTQ; Bernstein & Fink, 1998) were adapted and translated to Arabic. An integrated 
method for exploring conceptual equivalence within the process of translating measures 
(Sidani, Guruge, Miranda, Ford-Gilboe, & Varcoe, 2010) was used to produce a 
linguistic and cultural translation of these scales. In addition, the initial reliability of these 
translated scales were assessed in a convenience sample of 30 adult, Arab women 
recruited from a settlement agency for newcomers in London, Ontario, Canada. During 
the private 15-20 minute structured interview, women responded to items on each scale 
and provided feedback on the clarity and appropriateness of the questions. Data were 
analyzed using Cronbach’s alpha to assess the three scales’ internal consistency 
reliability. Basic item analysis was also performed to assess total-item correlations, 
changes in alpha level if items were deleted, degree of inter-item correlation, and 
correlations among subscales.  
In phase two (main study), a convenience sample of 299 Saudi women seeking 
medical care was recruited from nine primary health care centers (PHCCs) in Saudi 
Arabia. Eight PHCCs in Dammam and one primary care in the capital city Riyadh were 
used as study sites, with selection based on included clinics that would reach women 
from diverse economic backgrounds. Women were between the ages of 18 and 65 years 
of age, were married, and had experienced IPV in the past 12 months. Exposure to IPV 
was confirmed using a modified version of the Abuse Assessment Screen (AAS) (Parker 
& McFarlane, 1991). Data were collected through completion of a structured 20 – 40 
minute interview in private rooms in the PHCCs. Cronbach’s alpha reliability was 
estimated for all instruments to determine the internal consistency of all measures among 
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Saudi women. The reliability and validity of Arabic versions of both PTSD Checklist and 
Composite Abuse Scale, with confirmatory Factor Analysis used to assess the factor 
structure of each scale. Structural equation modeling (SEM) was used to simultaneously 
test the theoretical model. The model was analyzed twice where mental health was 
represented by PTSD symptoms (Model 1) and by depressive symptoms (Model 2).  
Results 
This study produced a number of novel findings that contribute to the literature on 
IPV. First, a good fit was found between the data and the hypothesized models: χ2 (13, N 
= 299) = 37.581 (P=0.003), CFI = 0.957, TLI = 0.907, RMSEA = 0.080 (90% CI: .051–
.110), SRMR= 027 (Model 1 using PTSD symptoms) and χ2 (13, N = 299) = 22.653 
(P=0.046), CFI = 0.983, TLI = 0.964, RMSEA = 0.050 (90% CI: .007–.083), SRMR= 
0.022 (Model 2 using depressive symptoms). This provides support for the mediating 
effects of mental health and social support on the relationships between abuse and 
chronic pain. In both models, severity of IPV and child abuse were directly associated 
with greater mental health problems (PTSD and depressive symptoms) and less perceived 
family support; higher family support was associated with lower mental health problems. 
Perceived family support significantly mediated the relationship between abuse severity 
and depressive symptoms. Severity of IPV and child abuse indirectly affected chronic 
pain through mental health problems (PTSD and depressive symptoms). Second, the 
study results show that PTSD and depressive symptoms operate in similar ways as 
mediators, but with different a magnitude of effects. Third, evidence of the reliability and 
validity of the Arabic version of the PCL-C was found, with supported provided for a 
five-factor Dysphoric Arousal model (Elhai et al., 2011) for PCL-C instead of DSM-IV 
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three-factor model. This finding is important because it reveals that the presentation of 
PTSD symptoms among IPV survivors may be more heterogeneous and complex than 
that described in the DSM-IV and reinforces the cross-cultural applicabiliy of PTSD. 
Fourth, the study provided initial evidence that the 27 item Arabic CAS is both reliable 
(Cronbach’s alpha = .902) and valid to measure IPV experiences among Saudi women. A 
moderate correlation (r =.509) between the CAS total score and CESD provides evidence 
of concurrent validity of the scale. Our factor analysis did not support the original four-
factor of CAS (severe combined abuse, physical abuse, emotional abuse, and 
harassment), but supported an alternate four-factor model that taps physical abuse, sexual 
abuse, verbal abuse and controlling behaviors. This finding provides a contextual 
measure of IPV experiences among Saudi women. For example, it suggests that 
controlling behaviors is a separate dimension of IPV which requires researchers to 
recognize it and measure it in the Saudi context.  
The study findings shed light on the importance of early identification, diagnosis 
and treatment of PTSD as well as depression in order to decrease the likelihood of 
developing chronic pain among Saudi women who have experienced wife abuse and/or 
child abuse. The study also underscores the inseparability of mind and body, because it 
suggests that abuse severity impacts women’s mental health which, in turns, lead to 
chronic pain. Since the study revealed that perceived family support mediated the 
relationship only between abuse and depressive symptoms, it suggests that different 
mechanisms may underlie the direct and indirect impacts of IPV and child abuse on 
depressive symptoms versus PTSD symptoms. Further, the process of adapting and 
translating the PCL-C was successful in that a reliable and valid scale is now available to 
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be applied in populations of Arab speakers. Additionally, the study extends evidence of 
the reliability and validity of the Composite Abuse Scale (CAS) to Saudi context. This 
contribution has potential to significantly enhance the conduct of IPV research in Saudi 
Arabia and in other Arab countries. 
Study Limitations 
Although the study findings are promising, a few limitations should be 
acknowledged. Relying on self-report measures could result in recall bias in the 
measurement of abuse experiences and/or health symptoms. Retrospective recall of child 
abuse might also be biased, particularly because the length of time between exposure and 
reporting, and the potential impact of psychological status on subjective reports. 
However, retrospective reporting of abuse may underestimate these experiences instead 
of overestimating them (Hardt & Rutter, 2004; Heim, Newport, Mletzko, Miller, & 
Nemeroff, 2008), leading to more conservative results. Using individual face-to-face 
interviews allowed for clarifications during data collection to reduce these biases. In spite 
of limitations, standardized retrospective measures are still recommended as the most 
accurate method for measuring abuse experiences (Lang, Stein, Kennedy, &, Foy, 2004).  
Using self-report measures of both depressive and PTSD symptoms rather than a 
clinical diagnostic measures is another limitation for the study. However, each of these 
self-report measures have reasonable psychometric properties and can be scored to 
provide a presumptive diagnosis that is meaningful in practice. As well, these measures 
are widely used in IPV research studies, allowing for comparision to be made across 
studies, and are easy to utilize, time efficient, and cost effective. More specifically, the 
CESD assesses current level of depressive symptoms using items that are the same as 
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those used to arrive at a diagnosis of clinic depression. It discriminates well between 
psychiatric patients and general populations and is sensitive to levels of depressive 
symptoms severity (Radloff, 1977). Similarly, the PCL-C is valuable as a guide to 
diagnostic assessment (Wilkins, Lang, & Norman, 2011). 
The study does not provide definitive evidence of causation in the theoretical 
model because cross-sectional, rather than longitudinal, data were used in the analysis. 
Yet, women’s reports of past abuse adds a longitudinal dimension and predictor evidence 
for causal links with health outcomes. The decision to not measure abuse-related injury 
and consider its effect on chronic pain is a limitation. Given the complexity of the model, 
the available sample size, and the practical aspects of time, participant burden and data 
collection in busy primary health care settings, other important factors that could 
influence health, such as resilience, medication use or current medical history, were not 
included.  
Finally, using convenience sampling in this study might limit the generalizability 
of the study findings beyond samples of women with similar characteristics. However, 
the sampling from nine primary healthcare centers from diverse neighborhoods was 
instrumental in overcoming some of the potential bias associated with convenience 
sampling. The sample of women who participated in this study was, in fact, reasonably 
diverse in terms of education, age and economic background.  
Implications of the Findings 
IPV and the consequences of IPV are complex issues that need to be addressed 
through collaboration among policy makers, community stakeholders, and service 
providers in health settings, social services, and legal setting. This study underscores the 
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direct links between IPV and child abuse and greater mental health symptoms (depressive 
and PTSD symptoms), and the indirect link to greater chronic pain through mental health 
symptoms. In addition, IPV and child abuse were directly associated with less perceived 
family support and higher family support was associated with lower mental health 
symptoms. Thus, study findings have implications for nursing practice, nursing 
education, research, and policy.  
Implications for Nursing Practice  
Women who have experienced IPV are high users of primary and specialty 
healthcare settings for a variety of reasons (Ford-Gilboe et al., 2015; Rivara et al., 2007; 
Trevillion, Agnew-Davies, & Howard, 2011) and severity of IPV increases the use of 
services (Duterte, Bonomi, Jernic, Schiff, Thompson & Rivara, 2008). Abused women 
usually have contact with health care system before they ever contact the legal system or 
child services (Wilson, 2015), especially in developing countries (International Center for 
Research on Women, 2009) such as Saudi Arabia. Nurses, who are the largest group of 
health professionals and on the frontlines of the healthcare system, have critical role to 
play, because they have consistent contact with women in all health care settings.  
The study finding reinforces the complex interrelationships among child abuse, 
IPV, mental health problems, and physical health problems, and, therefore, reinforces the 
importance of health care providers recognizing that abuse is an important risk factor for 
poor mental and physical health (chronic pain) among women. Assessment for IPV and 
child abuse experiences in the health care setting is crucial in managing and treating 
women’s mental health and subsequently their chronic pain. The high prevalence of IPV 
(40.2%) found in the primary healthcare clinic sample in this study also supports the need 
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for healthcare providers in Saudi Arabia to realize that many of the women they 
encounter in their practice are victims of IPV. Early identification and intervention 
related to abuse could reduce its dire health outcomes, lessen the possibility of further 
victimization, and increase women’s safety. There is evidence that assessment of IPV 
followed by referrals leads to women’s increased use of safety behaviors, reduces abuse 
experiences, and increases use of community resources (Humphreys, Tsoh, Kohn, & 
Gerbert, 2011). A recent multisite randomized control trial found that identification of 
IPV followed by an empowerment intervention is effective in decreasing IPV (Sharps et 
al., 2016). As well, an advocacy intervention for women who experience IPV resulted in 
decrease physical abuse (Rivas et al., 2015).   
The World Health Organization (2013) recommends a case-finding approach 
(inquiring about IPV if indicators or suspicion are present). This approach requires asking 
women about abuse in a sensitive, caring and non-judgmental manner, while ensuring 
safety and confidentiality whenever there is heightened suspicion of risk, based on a 
thorough understanding of the dynamics of IPV, associated risk factors, and outcomes 
(World Health Organization, 2013). Nurses need to create spaces so that women can talk 
about their violence in privacy and make this encounter as a needed ‘island of safety’ 
(Richardson & Wade 2010). Although Arab culture including the Saudi culture values 
family harmony and reputation and disclosing IPV might stigmatize the family, Arab 
women consider the healthcare system to be the best and safest place to disclose IPV and 
also break their silence (Usta, Antoun, Ambuel, & Khawaja, 2012). In this context, it is 
critical that health care providers have the knowledge and skills to support women and 
that system are in place to support these practices.  
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Nurses must understand the experiences of IPV survivors and support them in 
their decisions, while working on increasing their safety, because ensuring women’s 
safety and control during and after disclosure is significant. After disclosure, nurses 
should work with women to help them to reduce their distressing symptoms which could 
be helpful in improving women’s health and strengthening women’s resources (Ford-
Gilboe, Varcoe, Wuest, & Merritt-Gray, 2010). A good referral system and coordination 
between the healthcare system and community resources could facilitate women’s access 
to non-health services. Nurses have an important role to play in forming multidisciplinary 
teams in healthcare settings to serve abused women. In the Saudi context, nurses need to 
collaborate with other health care professionals as well as social services to develop 
referral pathways. Several shelters exist in Saudi Arabia, so nurses could work with 
shelter staff to facilitate women’s access to these shelters. Furthermore, they could 
advocate for the development of additional shelters and services for abused women.  
Traditionally, healthcare providers have understood pain as “acute” and from a 
biomedical perspective that emphasizes its cause as physical injury or pathology. The 
biomedical perspective views mind and body separately such that pain is either in the 
body or in the mind (Gatchel, 2004; Lewandowski, 2004). This study finding challenge 
this perspective which is still favoured and practiced in Saudi Arabia (El-Gilany, Amr, & 
Iqbal, 2010). It offers an important perspective for healthcare providers including nurses 
by suggesting that a holistic approach must be adopted in the health care responses of 
IPV survivors. As such, multimodal ways of caring that simultaneously addresses IPV, 
mental health symptoms, and women’s social resources within the context of treating 
chronic pain is urgently needed. When women present with chronic pain, healthcare 
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providers should have a heightened suspicion about the possibility of a history of child 
abuse or IPV, as well as mental health issues, and systematically assess for these issues.  
Moreover, identifying and treating both depression and PTSD symptoms is an 
important aspect of caring for abused women. Mental health problems including 
depressive and PTSD symptoms are treatable health issues (Carney & Freedland, 2007; 
Jones, Harding, Chung, & Campbell, 2009), but many people with depression are 
untreated or they receive suboptimal care (Lin et al., 2009). Among Canadian women 
who had left an abusive partner, 57% of them had symptoms consistent with clinical 
depression, but only 31% had been diagnosed (Wuest et al., 2007). In the same study, 
more than half of the women who had experienced IPV had symptoms consistent with 
PTSD based on the Diagnostic and Statistical Manual of Mental Disorders-IV criteria, 
yet only 7% reported that they had been diagnosed with PTSD by a health care provider 
(Wuest et al., 2008). Failure to recognize, diagnosis and treat these common mental 
health problems is a lost opportunity to support the health and well-being of women 
experiencing IPV.  
Primary health care is the cornerstone of the Saudi healthcare system, as it is the 
initial point of entry to the healthcare system that is accessible to all citizens (Almalki, 
FitzGerald, & Clark, 2011). Yet, there is evidence that mental health issues are often 
undiagnosed and untreated at high rates in Saudi Arabia (Koenig et al., 2014). The study 
highlights the high prevalence of both depressive symptoms (78.6%) and PTSD 
symptoms (75.6%) among abused women in the primary health care setting. Thus, 
primary care workers, including nurses must assess, recognize, manage, and support 
individuals with mental health issues as well as provide appropriate referrals. Motivated 
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and skilled nurses are needed in primary health care in order to realize improvements in 
mental health (World Health Organization, World Organization of National Colleges, 
Academies, & Academic Associations of General Practitioners/Family Physicians, 2008). 
Neglecting mental health issues can lead to detrimental effects in women’s physical 
health (such as chronic pain). It is critical to address both PTSD and depressive 
symptoms in the management of women’s chronic pain.  
Furthermore, substantial work needs to be dedicated to enhancing the quality of 
mental health care in general for Saudi women. Mental health problems are still 
stigmatized in Saudi Arabia, which acts as a barrier for Saudi individuals to seek and 
receive necessary health care (Qureshi, Al-Habeeb, & Koenig, 2013). Addressing the 
stigma associated with mental health problems could be initiated by nurses (Ross & 
Goldner, 2009; Sartorius, 2007). Nurses could take on the role of “de-stigmatizers” of 
mental illness by having authentic reflections and self-confident action and advocating 
for non-stigmatizing mental health services for women. In addition, nurses need to take a 
first step in adopting a trauma-informed approach to care, which is based on realizing the 
nature and effects of abuse on women’s lives and health (Elliot, Bjelajac, Fallot, Markoff, 
& Reed, 2005) in mental health services and beyond. Herman’s (1992) three stage model 
of healing may be a helpful guide in considering practice interventions. The stages 
include: a) establishment of safety and stabilization, in which providers focus on creating 
physical and psychological safety and on assisting women to feel understood within the 
therapeutic environment, b) remembrance and mourning, in which providers help women 
in remembering the details of what happened and grieving potentials that were lost and c) 
reconnection with everyday life, in which providers supporting women in reconnecting 
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intimacy with others, seeing the positive changes formed by the traumas, and celebrating 
the survivor self.    
The findings of this study also highlight the need to implement comprehensive 
interventions in most healthcare settings. The World Health Organization recommends 
clinical interventions in response to IPV because evidence shows that various 
interventions are promising in improving abused women’s health (World Health 
Organization, 2013). For example, Sharps et al. (2016) assessed the effectiveness of the 
Domestic Violence Enhanced Home Visitation Program (DOVE) IPV intervention by 
conducting a multisite randomized control trial. The study showed significant 
improvements in IPV because women in the DOVE intervention group reported a larger 
decrease in IPV in comparison with the control group (Sharp et al., 2016). A randomized 
control trial with women in Hong Kong showed that abused women who received 
empowerment training reported higher physical functioning, less psychological and 
physical abuse, and lower depression scores (Tiwari, Leung, Leung, Humphreys, Parker 
& Ho, 2005). Similarly, reviewing the evidence shows that intensive advocacy 
intervention for women who experience IPV results in improving women’s quality of 
life, decreased physical abuse, and provides short-term mental health improvements 
(Rivas et al., 2015). Health interventions could involve cognitive-behavioral therapy to 
mitigate mental and physical health problems (Iverson et al., 2011). Health-based 
interventions may also need to draw on women’s social networks to help them manage 
women’s mental health symptoms, because the study findings suggest that increased 
perceptions of social support may improve women’s mental health symptoms. 
Researchers found that interventions for IPV survivors increased women’s perceived 
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social support (Hansen, Eriksen, & Elklit, 2014) which were effective in mental health 
outcomes (Constantino, Kim, & Crane, 2005). In addition, interventions that aim to 
encourage reporting of IPV and educate the public about the ways in which abuse 
exposure affects women’s physical and mental health are highly needed to begin shifting 
public perceptions about IPV.   
Nursing Education 
While the incorporation of IPV-related content in nursing curriculum is still 
limited (Connor, Nouer, Speck, Mackey, & Tipton, 2013; Woodtli & Breslin, 2002), the 
findings of this study could be utilized to inform nursing education by raising awareness 
about the importance of including abuse as a significant health issue. Theoretical 
knowledge and clinical experiences related to IPV must be integrated into basic nursing 
curricula (Registered Nurses Association Ontario, 2006). Healthcare providers who 
receive formal education about IPV are able to detect IPV cases more often (Johnson, 
2015; McGrath et al., 1997). A review of the literature reveals that lack of education 
regarding IPV is a barrier to assessing, identifying, and intervening to support women 
experiencing IPV when they enter healthcare settings (D’Avolio, 2011). Nurses often feel 
inadequacy related to IPV knowledge and also perceive lack of competence related to 
assessing and intervention for IPV (Tufts, Clements, & Karlowicz, 2009). Education 
supports the development of best practices in IPV (Boursnell & Prosser, 2010) and is the 
most efficient and effective approach for addressing IPV in the healthcare settings 
(Connor et al., 2013). Given the high prevalence of wife abuse/IPV (40.2%) in this 
current sample, intimate partner violence must be addressed as a core element in Saudi 
nursing education. 
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Thus, nurses must have a comprehensive understanding about the dynamics and 
consequences of IPV in order to develop the required skills for identifying abused women 
and providing safe and effective care. In addition, education related to IPV should be a 
continuing education requirement for all nurses and health care providers in order to meet 
competency requirements (Roark, 2010). Workplace education programs that address the 
healthcare professionals’ attitudes and prejudices toward IPV also need to be 
implemented. This strategy could help the nurses to be more informed and eager to take a 
leap forward in the direction of addressing this phenomenon in the healthcare settings, 
since it promotes health care providers’ self-efficacy (Goff, Shelton, Byrd, & Parcel, 
2001; Johnson et al., 2009). 
The conceptual framework around which nursing education is organized 
influences the way nurses think. The current study finding reinforce the unity of mind 
and body as abuse experiences lead to chronic pain through mental health and perceived 
social support affects mental health. Thus, the nursing curriculum must emphasize the 
dynamic interaction among physiologic, psychological, and social factors. Enhancing the 
understanding about how health is shaped by biopsychosocial factors can influence health 
care workers beliefs and attitudes toward chronic pain (Domenech, Sánchez-Zuriaga, 
Segura-Ortí, Espejo-Tort, & Lisón, 2011). Furthermore, the adoption of a 
biopsychosocial perspective would allow nurses to offer more comprehensive and holistic 
care for women who have experienced abuse. Diffusion of the biopsychosocial model in 
the nursing education could be the forefront of efforts to accept and adopt this model in 
the health care settings.   
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Implications for Future Research 
Findings of this study raise a number of opportunities for future research. More 
research is needed to refine, replicate, and further elaborate the findings. Additional 
studies are required to assess PTSD symptoms among women who have experienced IPV 
using PCL-C or different measures and also using different samples to confirm the latent 
structure of PTSD. Devoloping consensus about a model of PTSD symptoms that holds 
up for women from varied backgrounds and across time is important for IPV research. 
Further research is also needed to test and examine the factor structure of the 27-item 
Arabic CAS since the analysis completed in this study was exploratory in nature. Cross-
validating the final measurement model of Arabic CAS in larger independent community 
and clinic samples is highly recommended.  
An area of study worth pursuing is testing the hypothesized models with larger 
samples of Saudi women and using longitudinal data. Researchers should consider adding 
concepts to these models that are known to affect health (such as socioeconomic status, 
resiliency, personal resources, and risk behaviors) in order to better understand the 
impacts of abuse on the health of Saudi women. It might be fruitful in future studies to 
use multiple data collection methods, including adopting biophysical measures that 
capture the physiologicals pathways between abuse and chronic pain (for example, 
cortisol). 
Research about IPV and associated health consequences remains a work in 
progress in Saudi Arabia. Thus, researchers should focus on launching large-scale 
surveillance studies at national level to gain full understanding of the prevalence of IPV 
at a population level and the most salient health impacts. Studies in the Saudi context 
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need to base their research on using valid and reliable instruments and methodologies that 
address important ethical and safety issues related to IPV research. In addition, research 
is needed in the Saudi context that informs the design and delivery of interventions. 
Evaluation research on the effects of programs that aim to prevent and respond to IPV is 
also required.  
Implications for Policy 
The study findings have implications for policy reform or development of new 
policies that address abused women’s health and safety in Saudi Arabia. Policy makers 
urgently need to appreciate the complexity of the health issues among women who have 
experienced IPV. Both governmental and non-governmental agencies need to be created 
with the aim of supporting women who are dealing with IPV. For example, wife abuse 
centers that have significant resources dedicated to addressing abused women’s needs 
could be established throughout Saudi Arabia. Currently, few shelters have been built in 
the country with limited resources for abused women. Policies that focus on ensuring 
women’s safety could be a platform for expanding the number of shelters and enhance 
women's access to these safe shelters or other programs. Workers in the social services 
(e.g. shelters) should work with women to increase their access to social support as well 
as mental health programs. Social policy should be re-oriented to support women who 
have experienced IPV by offering long-term or permanent income assistance and/or 
housing as they are struggle with mental and physical health issues. Polices are needed 
that mandate criminal justice reforms by focusing on counseling, restraining, and 
punishing the abusive husbands while being woman-centered. Woman-centered policy 
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that respond to individual women’s requirements and offers them advocacy and social 
support is an effective approach. 
The prevention of IPV should be given high priority on the national policy 
agenda. IPV is an indicator of gender inequality that requires action at the policy level. 
Therefore, improving women’s legal and socioeconomic status is a salient intervention. 
Women need an easier access to divorce and a system that favour their custody of 
children following separation. National media needs to be used to raise awareness about 
IPV in the country and to present it as a major chronic health problem. The media could 
be a power vehicle for creating cultural changes and alterations in public attitudes and 
social norms. Moreover, developing interventions for men and women focusing on social 
norms of gender relations are needed, because promising evidence highlights the 
effectiveness of interventions that address social norms related to masculinity and the use 
of violence (Jewkes, Flood, & Lang, 2015).  
Conclusion 
This was the first study of its kind to examine the mechanisms through which 
abuse lead to mental (PTSD and depressive symptoms) and chronic pain among Saudi 
women. Findings from this study indicate that mental health symptoms (PTSD and 
depressive symptoms) fully mediated the effects of IPV severity and child abuse severity 
on chronic pain. Perceived family support had a partial mediating effect on depressive 
symptoms, but not on PTSD symptoms. The study also provides evidence of the 
reliability and validity of two Arabic versions of two imporatn self-report measures: the 
PCL-C and Composite Abuse Scale. Results of this study have relevant implication for 
nursing practice and education as well as future research and policy. 
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APPENDIX A 
Pilot Study Summary 
The purpose of the pilot study was to translate three self-report scales, which are 
PTSD checklist- version (PCL-C) and Chronic Pain Grade (CPG) and Childhood Trauma 
Questionnaire, from English to Arabic and assess their reliability. 
Method 
An integrated method for exploring conceptual equivalence within the process of 
translating measures was used to produce a linguistic and cultural translation of the scales 
(Sidani, Guruge, Miranda, Ford-Gilboe, & Varcoe, 2010). It includes assessment of 
conceptual equivalence, forward translation, and finally testing of the set of items for 
comprehension and cultural validity (Sidani et al., 2010). 
For assessing the conceptual equivalence of the three measures, the researcher 
was collaborate with two health professionals, who are bicultural and bilingual 
individuals. These health professionals have knowledge about the concepts (PTSD, 
chronic pain, and sexual abuse) and Arab culture. The health professionals were asked to 
individually read all items and to consider the content of each item for relevance to Arab 
culture and provided with a scale (10-point numeric rating scale anchored with not at all 
and very much) to rate the comprehension and cultural relevance of each item. A group 
meeting was held to clarify the meaning and relevance of the items’ content to Arab 
culture and identify items in the three measures that require modification to enhance their 
relevance to Arab culture. The items were accepted without modification as they were 
rated easy to understand (i.e., comprehension >5) and culturally relevant to Arab culture 
(i.e., cultural relevance >5).  
The forward translation was conducted by one certified translators who is 
bilingual and has medical background and two health professionals who are bilingual and 
bicultural. They independently completed an initial translation of all items. Prior to 
translation, the translators were reminded that it is important to keep the meaning of the 
concept in the source measure with incorporating the corresponding cultural expressions 
and using terms that are simple and easy to understand. After the translation was done, a 
meeting was held with the two translators (health professionals) to discuss the extent to 
which the measures were difficult to translate and share opinions about the adequacy of 
the translations of each item in terms of its correspondence to the source item, its 
inclusion of culturally relevant expression, and its ease of understanding by Arab culture. 
Discrepancies in the translations were identified and the translators tried to find 
alternative wording of the item in Arabic to come to an agreement regarding the most 
appropriate wording.  
In the literature, there is a recommendation to conduct backward translation by 
translating the measures from the target language back into the source language. 
However, the worthiness of this step has been questioned (Martinez, Marin, & Sohoua-
Glusberg, 2006) and this phase has been proposed as an optional phase in the process of 
adapting and translating measures (Sidani et al., 2010). Therefore, the backward 
translation was not conducted in this study. 
Sample and Setting 
 The item pool was tested for comprehension and cultural validity in a 
convenience sample of 30 adult, Arab women from the Middle East, who are above 18 
314 
 
 
years old, refugees and/or legal immigrants. Women must speak Arabic and have been 
living in Canada for less than four years, because estimates of the prevalence of health 
problems, such as PTSD in adult refugees have found to be higher in the first four years 
of displacement (Fazel, Wheeler, & Danesh, 2005). Thirty is a recommended sample size 
for piloting instruments in both social science and health research (Hill, 1998; Johanson 
& Brooks, 2010; Julious, 2005; van Belle, 2002).  
Women were recruited from Cross Cultural Learner Centre (CCLC) in London, 
Ontario, Canada. The CCLC is suitable place for recruiting refuges or/and immigrants 
women, because it serves a new Immigrant or Refugee who need help to settle, adapt and 
integrate in London. Counselors at the center was given the flyer to eligible participants 
with information on contacting the researcher. Participants who demonstrate interest in 
taking part in the study contacted the researcher directly. Some women also agreed to 
being contacted by the researcher, so their phone numbers were given to the researcher 
by a counselor who has obtained their consent to do so. The researcher spoke with each 
participant to describe the pilot study and invite participation. The written consent was 
obtained from each woman who were intersested to participate at the beginning of the 
interview.  
The mean age of women was 38.1 years (SD= 12.02, range 18–70) and more than 
half (63.3%, n=19) are married. Women had been in Canada an average of 29.7 months 
(SD = 15.64, range 2-48). The majority of women (86.7%, n =26) were refuges, with 
83.3% (n=25) emigrating from Iraq. Although 10% had only completed elementary 
school, 40% had earned a bachelor’s degree. Almost half (46.7%) of women were 
unemployed, while 26.7% are were English as Second Language (ESL) students.   
Data Collection Procedure 
Structured Interviews (SI) was used to get information from women on the 
translated version of PTSD Checklist, Chronic Pain Grade, and Childhood Trauma 
Questionnaire. Interviews were conducted in a private room in the CCLC or another 
private location selected by the women. During and after the interview, a debriefing was 
conducted with each woman using a standard protocol. 
Ethics approval for the study design, procedures, and questionnaires was obtained 
from the Research Ethics Board at Western University. 
Results 
For each scale, item analysis was conducted to examine the degree of inter-item 
correlation, and item-total score correlations, and internal consistency reliability 
(Cronbach's alpha) was estimated. The majority of items were straightforward and easy to 
understand. At the PCL-C, a few women had misinterpreted the meaning of item 8 
“Trouble remembering important parts of a stressful experience from the past”. In terms 
of sexual abuse items at the CTQ, women were comfortable with reporting their sexual 
abuse experiences. 
The mean PCL-C score for the total sample was 49.0 (SD = 21.26) with a range of 
21–85. Of the 30 women, 66.7% have PTSD symptoms using 35 cut score. The internal 
consistency of the PCL-C for the whole sample as measured by Cronbach’s coefficient 
was .96 for the total score, .94 for re-experiencing sub-scale’s items, .88 for avoidance 
sub-scale’s items, and .84 for hyperarousal sub-scale’s items. Subscale scores were 
highly interrelated, with correlation coefficients ranged 0.76 to 0.79. Corrected item-total 
correlations were over 0.4 for the PCL-C total scale. Item-total coefficients for PCL 
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subscale scores ranged from .78 to .88 for re-experiencing symptoms, from .44 to .85 for 
avoidance symptoms, and from .59 to .73 for hyperarousal symptoms. It indicates that the 
item is consistent with the total score of scale or/and sub-scale. The reliability of the PCL 
would decrease if any of the items were dropped from the test, except the reliability 
would not change if item 8 was deleted from the test. 
The pain intensity on average was 51.2 (SD= 33.75; 0-100) and the pain disability on 
average was 46.7 (SD= 40.02; 0-100). Only 10% of women were pain free. The internal 
consistency as measured by Cronbach’s coefficient was .93 for pain intensity sub-scale’s 
items and .97 pain disability sub-scale’s items. Both pain intensity and pain disability 
sub-scales were highly correlated (r= .83). The corrected item-total correlations were 
high for both pain intensity (<.80) and pain disability (<.85). Inter-item correlation 
coefficients ranged from .774 to .897 on the pain intensity and from .878 to .94 on the 
pain disability. The reliability of both sub-scales would decrease if any of the items were 
dropped from the test. 
Among 30 women, the majority of women did not experience child abuse. 
Cronbach’s alpha was .87 for Emotional Abuse, .92 for Physical Abuse, .92 for Sexual 
Abuse, .88 for Physical Neglect, and .82 for Emotional Neglect. Inter-item correlation 
coefficients ranged from .37 to .80 (M = .59) on the Emotional abuse, .48 to .95 (M= .73) 
on Physical Abuse, .55 to 1 (M= .74) on Sexual Abuse, .40 to .88 (M= .63) on Physical 
Neglect, and .37 to .68 (M= .47) on Emotional Neglect. Corrected item-total correlations 
were range from .58 to .84 for Emotional Abuse, .57 to .91 for Physical Abuse, .75 to .92 
for Sexual Abuse, .51 to .71 for Emotional Neglect, and .57 to .87 for Physical Neglect. 
The correlation coefficients for the subscales ranged from .59 to .85. 
The pilot study provided evidence that the PCL-C, CPG, and CTQ are reliable 
measures of PTSD, chronic pain, and child abuse among Arab population. The result also 
suggests the compatibility of these Arabic versions with English versions. All items seem 
to be clear and understandable for women, with the exception of item 8 at the PCL. 
Therefore, a slight revision of item 8 was done in a consultation with the translators. 
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APPENDIX F 
Structured Interview for Phase 1 
There are 3 sections in this interview that contain questions about: your health, childhood 
experiences, and background information such as your age. It usually takes between 15 
and 20 minutes to complete the interview. I will read each of the questions with you and 
mark your answers. If you need to stop the interview at any time, please let me know. If 
there are questions you don’t want to answer just tell me. Recall that all of your answers 
are CONFIDENTIAL.   
PTSD CheckList – Civilian Version (PCL-C) 
Below is a list of problems and complaints that individuals sometimes have in response to 
stressful life experiences. Please indicate how much you have been bothered by that 
problem in the last month. 
 
In the past month, how much you have been bothered by: 
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No. Response Not at all A little bit Moderately Quite a bit Extremely 
1.  Repeated, disturbing memories, 
thoughts, or images of a stressful 
experience from the past? 
1 2 3 4 5 
2.  Repeated, disturbing dreams of a 
stressful experience from the past? 
1 2 3 4 5 
3.  Suddenly acting or feeling as if a 
stressful experience were happening 
again (as if you were reliving it)? 
1 2 3 4 5 
4.  Feeling very upset when something 
reminded you of a stressful experience 
from the past? 
1 2 3 4 5 
5.  Having physical reactions (e.g., heart 
pounding, trouble breathing, or 
sweating) when something reminded 
you of a stressful experience from the 
past? 
1 2 3 4 5 
6.  Avoid thinking about or talking about a 
stressful experience from the past or 
avoid having feelings related to it? 
1 2 3 4 5 
7.  Avoid activities or situations because 
they remind you of a stressful 
experience from the past? 
1 2 3 4 5 
8.  Trouble remembering important parts 
of a stressful experience from the past? 
1 2 3 4 5 
9.  Loss of interest in things that you used 
to enjoy? 
1 2 3 4 5 
10.  Feeling distant or cut off from other 
people? 
1 2 3 4 5 
11.  Feeling emotionally numb or being 
unable to have loving feelings for those 
close to you? 
1 2 3 4 5 
12.  Feeling as if your future will somehow 
be cut short? 
1 2 3 4 5 
13.  Trouble falling or staying asleep? 1 2 3 4 5 
14.  Feeling irritable or having angry 
outbursts? 
1 2 3 4 5 
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15.  Having difficulty concentrating? 1 2 3 4 5 
16.  Being “super alert” or watchful on 
guard? 
1 2 3 4 5 
17.  Feeling jumpy or easily startled? 1 2 3 4 5 
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Chronic Pain Grade (CPG) scale 
 Pain intensity items            
1. How would you rate your pain on a 
0-10 scale at the present time, that is 
right now, where 0 is ‘no pain‘ and 
10 is ‘pain as bad as could be’? 
0 1 2 3 4 5 6 7 8 9 10 
2. In the past 6 months, how intense 
was your worst pain rated on a 0-I0 
scale where 0 is ‘no pain’ and I0 is 
‘pain as bad as could be”? 
0 1 2 3 4 5 6 7 8 9 10 
3. In the past 6 months, on the average, 
how intense was your pain rated on 
a 0-10 scale where 0 is ‘no pain’ and 
10 is ‘pain as bad as could be“? 
(That is, your usual pain at times 
you were experiencing pain.) 
0 1 2 3 4 5 6 7 8 9 10 
 Pain Disability items            
4. About how many days in the last 6 
months have you been kept from 
your usual activities (work, school 
or housework) because of pain? 
           
5. In the past 6 months, how much has 
pain interfered with your daily 
activities rated on a 0-10 scale where 
0 is ‘no interference’ and 10 is 
‘unable to carry on any activities? 
0 1 2 3 4 5 6 7 8 9 10 
6. In the past 6 months, how much has 
pain changed your ability to take 
part in recreational, social and 
family activities where 0 is ‘no 
change’ and 10 is ‘extreme change”? 
0 1 2 3 4 5 6 7 8 9 10 
7. In the past 6 months, how much has 
pain changed your ability to work 
(including housework) where 0 is 
‘no change’ and 10 is ‘extreme 
change’. 
0 1 2 3 4 5 6 7 8 9 10 
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Childhood Trauma Questionnaire 
These questions ask about some of your experiences growing up as a child. 
When I was growing up Never 
true 
Rarely 
true 
Sometimes 
true 
Often 
true 
Very 
often 
true 
1-I was hit so hard that I had to 
see a doctor or go to the hospital. 
     
2-Family hit me so hard that it left 
me with bruises or marks. 
     
3-I was beaten so badly it was 
noticed by a 
teacher/neighbor/doctor 
     
4-I was punished with a 
belt/board/cord/other hard object 
     
5-I believe that I was physically 
abused  
     
6-Someone in my family helped 
me feel important or special. 
     
7-I felt loved.      
8-People in my family looked out 
for each other. 
     
9-People in my family felt close to 
each other. 
     
10-My family was a source of 
strength and support.  
     
11-People in my family called me 
“stupid,” “lazy,” or “ugly.” 
     
12-I thought that my parents 
wished I had never been born.* 
     
13-People in my family said 
hurtful or insulting things to me. 
     
333 
 
 
14-I felt that someone in my 
family hated me. 
     
15-I believe that I was 
emotionally abused.  
     
16-I didn’t have enough to eat.       
17-I knew there was someone to 
take care of me and protect me. 
     
18-My parents were too drunk or 
high to take care of the family.  
     
19-I had to wear dirty clothes.       
20-There was someone to take me 
to the doctor if I needed it. 
     
21-Someone tried to touch me in a 
sexual way/made me touch them. 
     
22-Someone threatened me unless 
I did something sexual. 
     
23-Someone tried to make me 
do/watch sexual things.  
     
24-Someone molested me.      
25-I believe that I was sexually 
abused.  
     
26-I felt loved.      
27-People in my family looked 
out for each other. 
     
28-People in my family felt close 
to each other. 
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Demographic form 
1. What is your age?  ____________ 
2. What is the highest level of education which you have completed? _________ 
3. What is your marital status?  
□ Single (never married) 
□ Married 
□ Widowed 
□ Separated or Divorced 
4. Do you have children?  No _____ Yes ________ 
 If yes: How many children do you have? ____________ 
5.  Are you employed outside the home?  No _____   Yes ______ 
 If yes:  
□ Employed full-time (20 or more hours per week) 
□ Employed part-time (less than 20 hours per week) 
6. What is your country of origin?  _______________ 
7. How long have you been in Canada?  ________ 
8. What is your status in Canada?  
□ Canadian citizen 
□ Landed immigrant 
□ Refugee Claimant 
Other ___________________________ 
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 cibarA :weivretni erutcurtS
 
 ،ﺗﺠﺎرﺑﻚ ﺧﻼل ﻓﺘﺮة اﻟﻄﻔﻮﻟﺔ، ﺻﺤﺘﻚ: أﺳﺌﻠﺔ ﺣﻮل اﻟﺘﻲ ﺗﺤﺘﻮي ﻋﻠﻰ ھﺬه اﻟﻤﻘﺎﺑﻠﺔ ﻓﻲ ﻣﻘﺎﯾﯿﺲ أو أﻗﺴﺎم 3 ھﻨﺎك
ﻣﻌﻚ  اﻷﺳﺌﻠﺔ ﻛﻞ ﺳﺄﻗﺮأ دﻗﯿﻘﺔ. 02اﻟﻰ  51ﻣﺎ ﺑﯿﻦ  ﻋﺎدة ﻣﺎ ﺗﺴﺘﻐﺮق ھﺬ اﻟﻤﻘﺎﺑﻠﺔ. ﻋﻤﺮك ﻣﺜﻞ وﻣﻌﻠﻮﻣﺎت ﺗﺨﺘﺺ ﺑﻚ
 إذا ﻛﺎن ھﻨﺎك ﻟﻲ أن أﻋﺮف.، اﺳﻤﺤﻲ أي وﻗﺖﻓﻲ  اﻟﻤﻘﺎﺑﻠﺔ ﺑﺤﺎﺟﺔ إﻟﻰ اﻟﺘﻮﻗﻒ ﻋﻦ إذا ﻛﻨﺖ إﺟﺎﺑﺎﺗﻚ.ﺳﻮف ادون و
 ﺳﺮﯾﺔ.... إﺟﺎﺑﺎﺗﻚ أن ﻛﻞ ﺗﺬﻛﺮي اﺧﺒﺮﯾﻨﻲ.ﻋﻠﯿﮭﺎ ﻓﻘﻂ  ﺗﺮﯾﺪ اﻹﺟﺎﺑﺔ ﻻ أﺳﺌﻠﺔ
 
 
 
أدﻧﺎه ﻗﺎﺋﻤﺔ ﻣﻦ اﻟﻤﺸﺎﻛﻞ واﻟﺸﻜﺎوى اﻟﺘﻲ ﯾﻌﺎﻧﻲ ﻣﻨﮭﺎ اﻷﻓﺮاد ﻓﻲ ﺑﻌﺾ اﻷﺣﯿﺎن ﻧﺘﯿﺠﺔ ﻟﺘﺠﺎرب اﻟﺤﯿﺎة اﻟﻤﺆﻟﻤﺔ. ﯾﺮﺟﻰ 
ﻓﻲ " ﻓﻲ اﻟﻤﺮﺑﻊ ﻟﻺﺷﺎرة إﻟﻰ ﻣﺪى اﻧﺰﻋﺎﺟﻚ ﻣﻦ ھﺬه اﻟﻤﺸﻜﻠﺔ  X"ﻗﺮاءة ﻛﻞ ﻣﺸﻜﻠﺔ وﺷﻜﻮى ﺑﻌﻨﺎﯾﺔ ووﺿﻊ ﻋﻼﻣﺔ 
 . اﻟﺸﮭﺮ اﻟﻤﺎﺿﻲ
 
 ﻓﻲ اﻟﺸﮭﺮ اﻟﻤﺎﺿﻲ، ﻣﺎ ھﻮ ﻣﺪى اﻧﺰﻋﺎﺟﻚ ﻣﻦ:
 
 
 
ﻻ ﻋﻠﻰ  اﻻﺳﺘﺠﺎﺑﺔ ت
 اﻻطﻼق
 ﻛﺜﯿﺮ ﺟﺪاً  ﻻ ﺑﺄس  ﺑﺎﻋﺘﺪال ﻗﻠﯿﻼً 
 أو ﺻﻮرﻣﺘﻜﺮرة وﻣﺰﻋﺠﺔ  ذﻛﺮﯾﺎت وأﻓﻜﺎر  .1
 ﻟﺘﺠﺮﺑﺔ ﻣﺆﻟﻤﺔ أو ﺻﻌﺒﺔ ﻧﻔﺴﯿﺎ ًﻣﻦ اﻟﻤﺎﺿﻲ؟
     
ﻣﺘﻜﺮرة وﻣﺰﻋﺠﺔ ﻟﺘﺠﺮﺑﺔ ﻣﺆﻟﻤﺔ أو  أﺣﻼم  .2
 ؟ﺻﻌﺒﺔ ﻧﻔﺴﯿﺎ ًﻣﻦ اﻟﻤﺎﺿﻲ
     
 ﻛﺎﻧﺖﻣﻔﺎﺟﺊ ﻛﻤﺎ ﻟﻮ  ﺷﻌﻮرأو  ﺗﺼﺮف  .3
 ﻟﻚ ﺗﺤﺪثﺗﺠﺮﺑﺔ ﻣﺆﻟﻤﺔ أو ﺻﻌﺒﺔ ﻧﻔﺴﯿﺎ ً 
 ﻣﺮة أﺧﺮى )ﻛﻤﺎ ﻟﻮ ﻛﻨﺖ ﺗﻌﯿﺸﮭﺎ ﻣﺮة ﺛﺎﻧﯿﺔ(؟
     
ﻋﻨﺪﻣﺎ ﯾﻜﻮن ھﻨﺎك  ﺑﺎﻟﻀﯿﻖ ﻛﺜﯿﺮاً اﻟﺸﻌﻮر   .4
ﺑﺘﺠﺮﺑﺔ ﻣﺆﻟﻤﺔ أو ﺻﻌﺒﺔ ﻧﻔﺴﯿﺎ ً ﺷﻲء ﯾﺬﻛﺮك
 ﻣﻦ اﻟﻤﺎﺿﻲ؟
     
زﯾﺎدة دﻗﺎت )ﻣﺜﻞ  ردود ﻓﻌﻞ ﺑﺪﻧﯿﺔﺣﺼﻮل   .5
اﻟﻘﻠﺐ أو ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﺘﻨﻔﺲ أو اﻟﺘﻌﺮق( 
ﺑﺘﺠﺮﺑﺔ  ﺷﻲء ﯾﺬﻛﺮكﻋﻨﺪﻣﺎ ﯾﻜﻮن ھﻨﺎك 
 ﻣﺆﻟﻤﺔ أو ﺻﻌﺒﺔ ﻧﻔﺴﯿﺎ ًﻣﻦ اﻟﻤﺎﺿﻲ؟
     
ﺔ ﺗﺠﺮﺑﺔ ﻣﺆﻟﻤ ﻋﻦ اﻟﺤﺪﯾﺚأو  اﻟﺘﻔﻜﯿﺮﺗﺠﻨﺐ   .6
أو ﺻﻌﺒﺔ ﻧﻔﺴﯿﺎ ًﻣﻦ اﻟﻤﺎﺿﻲ أو ﺗﺠﻨﺐ 
 اﻟﻤﺘﻌﻠﻘﺔ ﺑﮭﺎ؟ اﻟﻤﺸﺎﻋﺮ
     
 ﺗﺬﻛﺮك اﻟﻤﻮاﻗﻒ اﻟﺘﻲأو  اﻷﻧﺸﻄﺔﺗﺠﻨﺐ   .7
 ﺑﺘﺠﺮﺑﺔ ﻣﺆﻟﻤﺔ أو ﺻﻌﺒﺔ ﻧﻔﺴﯿﺎ ًﻣﻦ اﻟﻤﺎﺿﻲ؟
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ﻣﻦ ﺗﺠﺮﺑﺔ  ﺗﺬﻛﺮ أﺟﺰاء ﻣﮭﻤﺔﺻﻌﻮﺑﺔ ﻓﻲ   .8
 ﻣﺆﻟﻤﺔ أو ﺻﻌﺒﺔ ﻧﻔﺴﯿﺎ ًﻣﻦ اﻟﻤﺎﺿﻲ؟
     
ﻤﺘﻊ اﻟﺘﻲ ﻛﻨﺖ ﺗﺴﺘﻓﻘﺪان اﻻھﺘﻤﺎم ﻓﻲ اﻷﺷﯿﺎء   .9
 ﺑﮭﺎ ﺑﺎﻟﻌﺎدة؟
     
      اﻟﺸﻌﻮر ﺑﺎﻟﺒﻌﺪ أو اﻟﻌﺰﻟﺔ ﻋﻦ اﻵﺧﺮﯾﻦ؟  .01
اﻟﺸﻌﻮر ﺑﺎﻟﻼﻣﺒﺎﻻة اﻟﻌﺎطﻔﯿﺔ أو ﻋﺪم اﻟﻘﺪرة   .11
 ﻋﻠﻰ اﻟﺒﻮح ﺑﻤﺸﺎﻋﺮ ﻣﺤﺒﺔ ﻟﻠﻤﻘﺮﺑﯿﻦ ﻟﻚ؟
     
اﻟﺸﻌﻮر ﻛﻤﺎ ﻟﻮ أن ﻣﺴﺘﻘﺒﻠﻚ ﺳﻮف ﯾﻜﻮن   .21
 ﻗﺼﯿﺮا ًﺑﻄﺮﯾﻘﺔ ﻣﺎ ؟
     
      ﻧﺎﺋﻤﺎً؟ﺻﻌﻮﺑﺔ اﻟﺪﺧﻮل ﺑﺎ ﻟﻨﻮم أو اﻟﺒﻘﺎء   .31
اﻟﺸﻌﻮر ﺑﺘﻌﻜﺮ اﻟﻤﺰاج أو وﺟﻮد ﺣﺎﻻت   .41
 ﻏﻀﺐ؟
     
      وﺟﻮد ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﺘﺮﻛﯿﺰ؟  .51
      ﺗﺼﺒﺢ "ﻣﻨﺘﺒﮭﺎ ًﻟﻠﻐﺎﯾﺔ" أو ﯾﻘﻈﺎ ً؟  .61
      اﻟﺸﻌﻮر ﺑﺎﻟﺘﻘﻠﺐ أو اﻟﺠﻔﻞ ﺑﺴﮭﻮﻟﺔ؟  .71
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  ﺗﻜﻮن ﺗﻌﺎﻧﯿﻦ ﻣﻨﮫ.. اﻟﺘﻲ ﻗﺪ اﻷﻟﻢ اﻟﺠﺴﺪي أي ﻋﻨﺪ اﻟﺘﻔﻜﯿﺮ ﻓﻲ
ﻓﻲ  01-0ﻟﺪﯾﻚ ﻋﻠﻰ ﻣﻘﯿﺎس ﻣﻦ  ﻛﯿﻒ ﺗﻘﯿّﻢ اﻷﻟﻢ .1
ﯾﻌﻨﻲ "ﻻ ﯾﻮﺟﺪ أﻟﻢ"  0اﻟﻮﻗﺖ اﻟﺤﺎﺿﺮﺣﯿﺚ رﻗﻢ 
 ﯾﻌﻨﻲ "اﻷﻟﻢ ﻓﻲ أﺳﻮء ﺣﺎﻻﺗﮫ"؟ 01ورﻗﻢ 
           
ﺷﺪة أﺳﻮأ أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻛﯿﻒ ﻛﺎﻧﺖ  6ﻓﻲ اﻟـ  .2
 0، ﺣﯿﺚ رﻗﻢ  01-0ﻋﻠﻰ ﻣﻘﯿﺎس ﻣﻦ  أﻟﻢ ﻟﺪﯾﻚ
ﯾﻌﻨﻲ "اﻷﻟﻢ ﻓﻲ  01ﯾﻌﻨﻲ "ﻻ ﯾﻮﺟﺪ أﻟﻢ" ورﻗﻢ 
 أﺳﻮء ﺣﺎﻻﺗﮫ"؟
           
، ﻛﻢ ﻛﺎﻧﺖ أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻓﻲ اﻟﻤﻌﺪل 6ﻓﻲ اﻟـ  .3
 0، ﺣﯿﺚ رﻗﻢ  01-0ﻋﻠﻰ ﻣﻘﯿﺎس ﻣﻦ  ﺷﺪة اﻷﻟﻢ
ﯾﻌﻨﻲ "اﻷﻟﻢ ﻓﻲ  01ﯾﻌﻨﻲ "ﻻ ﯾﻮﺟﺪ أﻟﻢ" ورﻗﻢ 
أﺳﻮء ﺣﺎﻻﺗﮫ"؟ )ھﺬا ھﻮ اﻷﻟﻢ اﻟﻤﻌﺘﺎد اﻟﺬي ﺗﻌﺎﻧﻲ 
 ﻣﻨﮫ ﻓﻲ ﺗﻠﻚ اﻷوﻗﺎت.(
           
اﻟﻤﺎﺿﯿﺔ اﻟﺘﻲ ﻟﻢ أﺷﮭﺮ  6ﻛﻢ ﻋﺪد اﻷﯾﺎم ﻓﻲ اﻟـ  .4
ﺗﻤﺎرس ﻓﯿﮭﺎ اﻷﻧﺸﻄﺔ اﻟﻤﻌﺘﺎدة )اﻟﻌﻤﻞ أو اﻟﻤﺪرﺳﺔ 
 أو اﻟﻌﻤﻞ اﻟﻤﻨﺰﻟﻲ( ﺑﺴﺒﺐ اﻷﻟﻢ ؟
           
اﻷﻟﻢ  ﺣﺪ أﺛﺮأﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، اﻟﻰ اي  6ﻓﻲ اﻟـ  .5
 01-0ﻋﻠﻰ اﻷﻧﺸﻄﺔ اﻟﯿﻮﻣﯿﺔ ﻋﻠﻰ ﻣﻘﯿﺎس ﻣﻦ 
ﯾﻌﻨﻲ  01ﯾﻌﻨﻲ "ﻏﯿﺮ ﻣﺆﺛﺮ" ورﻗﻢ  0ﺣﯿﺚ رﻗﻢ 
 "ﻏﯿﺮ ﻗﺎدر ﻋﻠﻰ اﻻﺳﺘﻤﺮار ﻓﻲ أي أﻧﺸﻄﺔ"؟
           
أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻛﻢ ﻛﺎن اﻷﻟﻢ اﻟﺬي ﻏﯿّﺮ  6ﻓﻲ اﻟـ  .6
ﻗﺪرﺗﻚ ﻋﻠﻰ اﻟﻤﺸﺎرﻛﺔ ﻓﻲ اﻷﻧﺸﻄﺔ اﻟﺘﺮوﯾﺤﯿﺔ 
ﯾﻌﻨﻲ "ﻻ  0واﻻﺟﺘﻤﺎﻋﯿﺔ واﻷﺳﺮﯾﺔ ﺣﯿﺚ رﻗﻢ 
ﯾﻌﻨﻲ "ﯾﻮﺟﺪ ﺗﻐﯿﯿﺮ ﻛﺒﯿﺮ  01ﯾﻮﺟﺪ ﺗﻐﯿﯿﺮ" ورﻗﻢ 
 ﺟﺪا"ً؟
           
أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻛﻢ ﻛﺎن اﻷﻟﻢ اﻟﺬي ﻏﯿّﺮ  6ﻓﻲ اﻟـ  .7
ﻗﺪرﺗﻚ ﻋﻠﻰ اﻟﻌﻤﻞ )ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻷﻋﻤﺎل 
ﯾﻌﻨﻲ "ﻻ ﯾﻮﺟﺪ ﺗﻐﯿﯿﺮ"  0اﻟﻤﻨﺰﻟﯿﺔ( ﺣﯿﺚ رﻗﻢ 
 ﯾﻌﻨﻲ "ﯾﻮﺟﺪ ﺗﻐﯿﯿﺮ ﻛﺒﯿﺮ ﺟﺪا"ً؟ 01ورﻗﻢ 
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  .ﻣﺘﻌﻠﻘﺔ ﺑﺒﺒﻌﺾ اﻟﺘﺠﺎرب اﻟﺘﻲ ﻗﺪ ﺗﻜﻮﻧﯿﻦ ﻣﺮرﺗﻲ ﺑﮭﺎ ﻓﻲ ﻓﺘﺮة اﻟﻄﻔﻮﻟﺔ... اﻷﺳﺌﻠﺔھﺬه 
 
 اﻟﺮﻗﻢ
 
 اﻟﻌﺒـــــﺎرة
ﻏﯿﺮ 
ﺻﺤﯿﺢ 
 ﻣﻄﻠﻘﺎ
ﺻﺤﯿﺢ 
 ﻧﺎدرا
 ﺻﺤﯿﺢ
 أﺣﯿﺎﻧﺎ
ﺻﺤﯿﺢ 
 ﻏﺎﻟﺒﺎ
ﺻﺤﯿﺢ 
ﻋﻠﻰ 
 اﻷﻏﻠﺐ
            ﻌﺎماﻟﻄﻛﻨﺖ أﺗﻌﺮض ﻟﻠﺤﺮﻣﺎن ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻟﺤﺮﻣﺎن ﻣﻦ  طﻔﻮﻟﺘﻲﻓﻲ  1
           ﻦ ھﻢ ﺣﻮﻟﻲﻤﻛﻨﺖ أﺣﻈﻰ ﺑﺎﻟﻌﻨﺎﯾﺔ واﻟﺮﻋﺎﯾﺔ ﻣ طﻔﻮﻟﺘﻲﻓﻲ  2
ﺸﻜﻞ ﺑﻛﺎن ﺑﻌﺾ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﻨﻌﺘﻮﻧﻨﻲ ﺑﺄﻟﻘﺎب ﻧﺎﺑﯿﺔ  طﻔﻮﻟﺘﻲﻓﻲ  3
 ﻣﻨﺘﻈﻢ
          
ﻛﺎﻧﺎ واﻟﺪي ﻻھﯿﺎن ﻋﻨﺎ ﻟﺪرﺟﺔ اﻧﮭﻤﺎ ﻟﻢ ﯾﺴﺘﻄﯿﻌﺎ اﻟﻌﻨﺎﯾﺔ  طﻔﻮﻟﺘﻲﻓﻲ  4
 ﺑﺎﻟﻌﺎﺋﻠﺔ
          
           ﻛﺎن ھﻨﺎك أﺣﺪ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﺤﺴﺴﻨﻲ ﺑﺎﻧﻲ ﻣﮭﻢ أو ﻣﻤﯿﺰ طﻔﻮﻟﺘﻲﻓﻲ  5
           ﻟﻢ أﺟﺪ إﻻ ﻣﻼﺑﺲ ﺑﺎﻟﯿﮫ ﻻرﺗﺪﯾﮭﺎ طﻔﻮﻟﺘﻲﻓﻲ  6
           ﺷﻌﺮت ﺑﺄﻧﻨﻲ ﻣﺤﺒﻮب طﻔﻮﻟﺘﻲﻓﻲ  7
           ﺷﻌﺮت ﺑﺎن واﻟﺪي ﺗﻤﻨﯿﺎ ﺑﺄﻧﻨﻲ ﻟﻢ اﺧﻠﻖ طﻔﻮﻟﺘﻲﻓﻲ  8
ﺗﻌﺮﺿﺖ إﻟﻰ ﺿﺮب ﻣﺒﺮح ﻣﻦ أﺣﺪ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ اﺣﺘﺠﺖ  طﻔﻮﻟﺘﻲﻓﻲ  9
 ﻋﻠﻰ آﺛﺮھﺎ إﻟﻰ ﻋﻨﺎﯾﺔ طﺒﯿﺔ
          
           ﻟﻢ أﺗﻤﻨﻰ ﺑﺄﻧﻨﻲ وﻟﺪت ﻷﺑﻮﯾﻦ آﺧﺮﯾﻦ طﻔﻮﻟﺘﻲﻓﻲ  01
ﻛﺎن ﺑﻌﺾ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﻀﺮﺑﻨﻲ ﺑﻘﺴﻮة ﻣﻤﺎ ﺗﺮك اﺛﺮ  طﻔﻮﻟﺘﻲﻓﻲ  11
 ﻟﻌﻼﻣﺎت وﻛﺪﻣﺎت ﻋﻠﻰ ﺟﺴﻤﻲ
          
           ﻛﻨﺖ أﻋﺎﻗﺐ ﺑﺮﺑﻄﻲ ﺑﻠﻮح أو ﺣﺒﻞ أو أي ﺷﻲ أﺧﺮ ﺻﻠﺐ طﻔﻮﻟﺘﻲﻓﻲ  21
           ﻛﺎن أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﺣﺮﯾﺼﯿﻦ ﻋﻠﻰ ﺑﻌﻀﮭﻢ اﻟﺒﻌﺾ طﻔﻮﻟﺘﻲﻓﻲ  31
           ﻛﺎن أﻓﺮاد ﻋﺎﺋﻠﻲ ﯾﻘﻮﻟﻮن ﻟﻲ ﻛﻼم ﻣﺆﻟﻢ وﻣﮭﯿﻦ طﻔﻮﻟﺘﻲﻓﻲ  41
 أﺳﯿﺌﺖ ﻣﻌﺎﻣﻠﺘﻲ ﺟﺴﺪﯾﺎ طﻔﻮﻟﺘﻲﻓﻲ  51
 ………………ﻓﻌﻞ ذﻟﻚ؟ ھﻞ ﺗﺬﻛﺮ ﻣﻦ اﻟﺬي
 ……………وﻛﻢ ﻛﺎن ﻋﻤﺮك آﻧﺬاك ﺗﻘﺮﯾﺒﺎ؟
          
 ﻋﺸﺖ طﻔﻮﻟﺔ ﻣﻤﺘﺎزة طﻔﻮﻟﺘﻲﻓﻲ  61
 
 
          
ﺿﺮﺑﺖ ﺑﺸﻜﻞ ﺳﯿﺊ ﻟﻮﺣﻆ ﻋﻠﻲ ﻣﻦ ﻗﺒﻞ اﻟﻤﻌﻠﻢ أو اﻟﺠﺎر  طﻔﻮﻟﺘﻲﻓﻲ  71
 أو اﻟﻄﺒﯿﺐ
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           ﺷﻌﺮت ﺑﺎن أﺣﺪ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﻜﺮھﻨﻲ طﻔﻮﻟﺘﻲﻓﻲ  81
           ﻛﺎن أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﺸﻌﺮون ﺑﺎﻟﺘﻘﺎرب ﻓﯿﺎ ﺑﯿﻨﮭﻢ طﻔﻮﻟﺘﻲﻓﻲ  91
           .ﻛﻨﺖ اﺷﻌﺮ ﺑﺎن ﻋﺎﺋﻠﺘﻲ ﻣﻦ اﻓﻀﻞ اﻟﻌﻮاﺋﻞ طﻔﻮﻟﺘﻲﻓﻲ  02
.ﺣﺎول ﺷﺨﺺ ﻣﺎ أن ﯾﻠﻤﺴﻨﻲ ﻟﺪواﻓﻊ أو ﺑﻮادر ﺟﻨﺴﯿﺔ  / أو ﺟﻌﻠﻨﻲ  12
 أﻟﻤﺴﮫ.
          
            22
            32
           .ﺷﺨﺺ ﻣﺎ ﺗﺤﺮش ﺑﻲ. 42
           . أﻋﺘﻘﺪ أﻧﻨﻲ ﺗﻌﺮﺿﺖ ﻟﻼﻋﺘﺪاء اﻟﺠﻨﺴﻲ. 52
 أظﻦ ﺑﺎن ﻣﺸﺎﻋﺮي ﻗﺪ أھﯿﻨﺖ طﻔﻮﻟﺘﻲﻓﻲ  62
 ………………..ھﻞ ﺗﺬﻛﺮ ﻣﻦ اﻟﺬي ﻓﻌﻞ ذﻟﻚ؟
 ……………….وﻛﻢ ﻛﺎن ﻋﻤﺮك آﻧﺬاك ﺗﻘﺮﯾﺒﺎ؟
          
           ﻛﺎن ھﻨﺎك ﻣﻦ ﯾﺄﺧﺬﻧﻲ ﻟﻠﻄﺒﯿﺐ ﻋﻨﺪﻣﺎ اﺣﺘﺎج أﻟﯿﮫ طﻔﻮﻟﺘﻲﻓﻲ  72
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  ﻛﻢ ﻋﻤﺮك؟  -1س
  _________؟ ﻛﻨﺖ ﻗﺪ أﻛﻤﻠﺖ اﻟﺬي اﻟﺘﻌﻠﯿﻢ ﻣﻦ ھﻮ أﻋﻠﻰ ﻣﺴﺘﻮى ﻣﺎ -2س
 
  ؟ وﺿﻌﻚ اﻟﻌﺎﺋﻠﻲ ﻣﺎ ھﻮ -3س
  ﻟﻢ ﯾﺘﺰوج ﻗﻂ( ) واﺣﺪة □
  أﻋﺰب □
  ارﻣﻞ □
  ﻣﻄﻠﻘﺔ أو ﻣﻄﻠﻖ □
 
  ________ ﻧﻌﻢ _____ ﻻ ﻟﺪﯾﻚ أطﻔﺎل؟ ھﻞ -4س
 
  ____________ ﻟﺪﯾﻚ؟ اﻷطﻔﺎل: ﻛﻢ ﻋﺪد إذا ﻛﺎن اﻟﺠﻮاب ﻧﻌﻢ
 
  ______ ﻻ _____ ﻧﻌﻢ؟ ﺧﺎرج اﻟﻤﻨﺰل ھﻞ ﺗﻌﻤﻞ-5س 
  : إذا ﻛﺎن اﻟﺠﻮاب ﻧﻌﻢ
  ﻓﻲ اﻷﺳﺒﻮع( أو أﻛﺜﺮﺳﺎﻋﺔ  02) ﺑﺪوام ﻛﺎﻣﻞ اﻟﻌﺎﻣﻠﯿﻦ □
  ﻓﻲ اﻷﺳﺒﻮع( ﺳﺎﻋﺔ 02ﻣﻦ  )أﻗﻞ ﺑﺪوام ﺟﺰﺋﻲ اﻟﻤﺸﺘﻐﻠﯿﻦ □
 
  _______________؟ ﺑﻠﺪك اﻷﺻﻠﻲ ﻣﺎ ھﻮ -6س
 
  ________ ﻓﻲ ﻛﻨﺪا؟اﻧﺖ ﺗﻢ ﻣﻨﺬ ﻣﺘﻰ و -7س
 
  ﻓﻲ ﻛﻨﺪا؟ وﺿﻌﻚ ﻣﺎ ھﻮ -8س
  ﻣﻮاطﻦ ﻛﻨﺪي □
  اﻟﻤﮭﺎﺟﺮ اﻟﻘﺎدم □
  اﻟﻤﺪﻋﻲ اﻟﻼﺟﺌﯿﻦ □
  ________ ﻏﯿﺮ□ 
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APPENDIX J 
Structured Interview for Phase 2 
There are 7 sections in this interview that contain questions about: your health, your 
childhood experiences, your marital relationship, your social support, your physical 
activity, and background information such as your age. At the end of the interview I will 
do some physical assessments.  I’ll measure your height, weight, and waist 
circumference. It usually takes between 45 and 60 minutes to complete the interview.   
I will read each of the questions with you and mark your answers.  If you need to stop the 
interview at any time, please let me know.  If there are questions you don’t want to 
answer just tell me. Recall that all of your answers are CONFIDENTIAL.   
SECTION 1: YOUR HEALTH AND FEELINGS 
In this first section, I am going to ask some questions about your physical and mental 
health.  
Chronic Pain Grade 
Thinking about any PHYSICAL PAIN that you might be experiencing... 
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 Pain intensity items            
1. How would you rate your pain on a 
0-10 scale at the present time, that is 
right now, where 0 is ‘no pain‘ and 
10 is ‘pain as bad as could be’? 
0 1 2 3 4 5 6 7 8 9 10 
2. In the past 6 months, how intense 
was your worst pain rated on a 0-I0 
scale where 0 is ‘no pain’ and I0 is 
‘pain as bad as could be”? 
0 1 2 3 4 5 6 7 8 9 10 
3. In the past 6 months, on the average, 
how intense was your pain rated on 
a 0-10 scale where 0 is ‘no pain’ and 
10 is ‘pain as bad as could be“? 
(That is, your usual pain at times 
you were experiencing pain.) 
0 1 2 3 4 5 6 7 8 9 10 
 Pain Disability items            
4. About how many days in the last 6 
months have you been kept from 
your usual activities (work, school 
or housework) because of pain? 
 
           
5. In the past 6 months, how much has 
pain interfered with your daily 
activities rated on a 0-10 scale where 
0 is ‘no interference’ and 10 is 
‘unable to carry on any activities? 
0 1 2 3 4 5 6 7 8 9 10 
6. In the past 6 months, how much has 
pain changed your ability to take 
part in recreational, social and 
family activities where 0 is ‘no 
change’ and 10 is ‘extreme change”? 
0 1 2 3 4 5 6 7 8 9 10 
7. In the past 6 months, how much has 
pain changed your ability to work 
(including housework) where 0 is 
‘no change’ and 10 is ‘extreme 
change’. 
0 1 2 3 4 5 6 7 8 9 10 
 
358 
 
 
The 20-item Center for Epidemiologic Studies-Depression (CESD) Scale 
Please listen to each statement and tell me how often you have felt or behaved this way 
IN THE PAST WEEK 
 Rarely or 
none of 
the time 
(less than 
1 day ) 
Some or a 
little of the 
time (1-2 
days) 
Occasionally 
or a 
moderate 
amount of 
time 
(3-4 days) 
Most or 
all of 
the time 
(5-7 
days) 
1. I was bothered by things that 
usually don’t bother me. 
0 1 2 3 
2. I did not feel like eating; my 
appetite was poor. 
0 1 2 3 
3. I felt that I could not shake off 
the blues even with help from my 
family or friends. 
0 1 2 3 
4. I felt that I was just as good as 
other people. 
0 1 2 3 
5. I had trouble keeping my mind 
on what I was doing. 
0 1 2 3 
6. I felt depressed. 0 1 2 3 
7. I felt that everything I did was 
an effort. 
0 1 2 3 
8. I felt hopeful about the future. 0 1 2 3 
9. I thought my life had been a 
failure. 
0 1 2 3 
10. I felt fearful. 0 1 2 3 
11. My sleep was restless. 0 1 2 3 
12. I was happy. 0 1 2 3 
13. I talked less than usual. 0 1 2 3 
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14. I felt lonely. 0 1 2 3 
15. People were unfriendly. 0 1 2 3 
16. I enjoyed life. 0 1 2 3 
17. I had crying spells. 0 1 2 3 
18. I felt sad. 0 1 2 3 
19. I felt that people dislike me. 0 1 2 3 
20. I could not get “going.” 0 1 2 3 
 
 
The PTSD checklist-Civilian version (PCL-C) 
 
Below is a list of problems and complaints that individuals sometimes have in response to 
stressful life experiences. Please indicate how much you have been bothered by that 
problem in the past month. 
 
In the past month, how much you have been bothered by: 
No. Response Not at 
all 
A little 
bit 
Moderately Quite a bit Extremely 
18.  
Repeated, disturbing memories, 
thoughts, or images of a stressful 
experience from the past? 
1 2 3 4 5 
19.  
Repeated, disturbing dreams of a 
stressful experience from the past? 
1 2 3 4 5 
20.  
Suddenly acting or feeling as if a 
stressful experience were 
happening again (as if you were 
reliving it)? 
1 2 3 4 5 
21.  
Feeling very upset when 
something reminded you of a 
stressful experience from the past? 
1 2 3 4 5 
22.  
Having physical reactions (e.g., 
heart pounding, trouble breathing, 
or sweating) when something 
1 2 3 4 5 
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reminded you of a stressful 
experience from the past? 
23.  
Avoid thinking about or talking 
about a stressful experience from 
the past or avoid having feelings 
related to it? 
1 2 3 4 5 
24.  
Avoid activities or situations 
because they remind you of a 
stressful experience from the past? 
1 2 3 4 5 
25.  
Trouble remembering important 
parts of a stressful experience 
from the past? 
1 2 3 4 5 
26.  
Loss of interest in things that you 
used to enjoy? 
1 2 3 4 5 
27.  
Feeling distant or cut off from 
other people? 
1 2 3 4 5 
28.  
Feeling emotionally numb or being 
unable to have loving feelings for 
those close to you? 
1 2 3 4 5 
29.  
Feeling as if your future will 
somehow be cut short? 
1 2 3 4 5 
30.  Trouble falling or staying asleep? 1 2 3 4 5 
31.  
Feeling irritable or having angry 
outbursts? 
1 2 3 4 5 
32.  Having difficulty concentrating? 1 2 3 4 5 
33.  
Being “super alert” or watchful 
on guard? 
1 2 3 4 5 
34.  Feeling jumpy or easily startled? 1 2 3 4 5 
 
 
 
361 
 
 
Have you EVER had a problem with any of the following: 
Type 2 diabetes              
High blood pressure       
High cholesterol level     
Stroke                             
Chest pain                      
Migraine                        
Fatigue                          
Swollen/ painful joints    
General aches and Pains                   
Muscle soreness     
Difficulty sleeping          
Upset stomach/heartburn    
Unplanned pregnancies      
Any others health Problems (list): 
• ________________________ 
• ________________________ 
• ________________________ 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
 
 
 
NO 
 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
NO 
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SECTION 2: PHYSICAL ACTIVITY 
 
The short form of International Physical Activity Questionnaires (IPAQ-SF) 
 
Think about all the vigorous activities that you did in the last 7 days.  Vigorous physical 
activities refer to activities that take hard physical effort and make you breathe much 
harder than normal.  Think only about those physical activities that you did for at least 10 
minutes at a time. 
1. During the last 7 days, on how many days did you do vigorous physical activities 
like heavy lifting, digging, aerobics, or fast bicycling?  
 
_____ days per week  
 
   No vigorous physical activities  Skip to question 3 
2. How much time did you usually spend doing vigorous physical activities on one 
of those days? 
 
_____ hours per day 
_____ minutes per day  
 
  Don’t know/Not sure  
 
Think about all the moderate activities that you did in the last 7 days.  Moderate 
activities refer to activities that take moderate physical effort and make you breathe 
somewhat harder than normal.  Think only about those physical activities that you did for 
at least 10 minutes at a time. 
3. During the last 7 days, on how many days did you do moderate physical 
activities like carrying light loads, bicycling at a regular pace, or doubles tennis?  
Do not include walking. 
 
_____ days per week 
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   No moderate physical activities  Skip to question 5 
 
 
4. How much time did you usually spend doing moderate physical activities on one 
of those days? 
 
_____ hours per day 
_____ minutes per day 
 
  Don’t know/Not sure  
 
Think about the time you spent walking in the last 7 days.  This includes at work and at 
home, walking to travel from place to place, and any other walking that you have done 
solely for recreation, sport, exercise, or leisure. 
 
5. During the last 7 days, on how many days did you walk for at least 10 minutes at 
a time?   
_____ days per week 
  
   No walking     Skip to question 7 
 
6. How much time did you usually spend walking on one of those days? 
 
_____ hours per day 
_____ minutes per day  
 
  Don’t know/Not sure  
The last question is about the time you spent sitting on weekdays during the last 7 days.  
Include time spent at work, at home, while doing course work and during leisure time.  
This may include time spent sitting at a desk, visiting friends, reading, or sitting or lying 
down to watch television. 
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7. During the last 7 days, how much time did you spend sitting on a week day? 
_____ hours per day 
_____ minutes per day  
 
  Don’t know/Not sure 
SECTION 3: SOCIAL SUPPORT 
The Multidimensional Scale of Perceived Social Support (MSPSS)  
Indicate how you feel about each statement.  
 
 
  
 Very 
Strongly 
Disagree 
Strongly 
Disagree 
Mildly 
Disagree 
Neutral Mildly 
Agree 
Strongly 
Agree 
Very 
Strongly 
Agree 
 
1. My family really tries to help 
me.  
 
1 2 3 4 5 6 7 
 
2. I get the emotional help and 
support I need from my family.  
 
1 2 3 4 5 6 7 
 
3. My friends really try to help 
me.  
 
1 2 3 4 5 6 7 
 
 4. I can count on my friends 
when things go wrong.  
 
1 2 3 4 5 6 7 
 
5. I can talk about my problems 
with my family.  
 
1 2 3 4 5 6 7 
 
6. I have friends with whom I can 
share my joys and sorrows.  
 
1 2 3 4 5 6 7 
 
7. My family is willing to help 
me make decisions.  
 
1 2 3 4 5 6 7 
 
 8.I can talk about my problems 
with my friends.  
 
1 2 3 4 5 6 7 
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SECTION 4: CHILDHOOD EXPERIENCES 
 
The Childhood Trauma Questionnaire (CTQ) 
 
These questions ask about some of your experiences growing up as a child and a 
teenager.  Although these questions are of a personal nature, please try to answer as 
honestly as you can.  For each question, circle the number of the response that best 
describes how you feel. 
When I was growing up... Never True Rarely True Sometimes True Often True Very Often True 
1. I didn’t have enough to eat.      
2. I knew that there was someone to take care of 
me and protect me. 
     
3. People in my family called me things like 
“stupid”, “lazy”, or “ugly”. 
     
4. My parents were too drunk or high to take care 
of the family. 
     
5. There was someone in my family who helped 
me feel that I was important or special. 
     
6. I had to wear dirty clothes.      
7. I felt loved.      
8. I thought that my parents wished I had never 
been born. 
     
9. I got hit so hard by someone in the family that I 
had to see a doctor or go to the hospital. 
     
10. There was nothing I wanted to change about 
my family. 
     
11. People in my family hit me so hard that it left 
me with bruises or marks. 
     
12. I was punished with a belt, a board, a cord, or 
some other hard object. 
     
13. People in my family looked out for each other.      
14. People in my family said hurtful or insulting 
things to me. 
     
15. I believe that I was physically abused.      
16. I had the perfect childhood.      
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17. I got hit or beaten so badly that it was noticed 
by someone like a teacher, neighbour, or doctor. 
     
18. I felt that someone in my family hated me.      
19. People in my family felt close to each other.      
20. Someone tried to touch me in a sexual way or 
tried to make me touch them. 
     
21. Someone threatened to hurt me or tell lies 
about me unless I did something sexual with them. 
     
22. I had the best family in the world.      
23. Someone tried to make me do sexual things or 
watch sexual things. 
     
24. Someone molested me.      
25. I believe that I was emotionally abused.      
26. There was someone to take me to the doctor if 
I needed it. 
     
27. I believe that I was sexually abused.      
28. My family was a source of strength and 
support. 
     
 
  
SECTION 5: MARITAL RELATIONSHIP  
 
Composite Abuse Scale (CAS) 
 
We would like to know if you have experienced any of the actions listed below from your 
husband. Choose a number to show how often each of these things happened to you in 
the past 12 months.   
 
In the past 12 months, my husband…… 
 
 
Actions Never Only 
Once 
Several 
Times 
Once/ 
Month 
Once/ 
Week 
Daily 
1. Told me that I wasn’t good 
enough 
0 1 2 3 4 5 
2. Kept me from medical care 0 1 2 3 4 5 
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3. Followed me 0 1 2 3 4 5 
4. Tried to turn my family, 
friends and children against me 
0 1 2 3 4 5 
5. Locked me in the bedroom 0 1 2 3 4 5 
6. Slapped me 0 1 2 3 4 5 
7. Raped me 0 1 2 3 4 5 
8. Told me that I was ugly 0 1 2 3 4 5 
9. Tried to keep me from seeing 
or talking to my family 
0 1 2 3 4 5 
10. Threw me 0 1 2 3 4 5 
11. Hung around outside my 
house 
0 1 2 3 4 5 
12. Blamed me for causing their 
violent behaviour 
0 1 2 3 4 5 
13. Harassed me over the 
telephone 
0 1 2 3 4 5 
14. Shook me 0 1 2 3 4 5 
15. Tried to rape me 0 1 2 3 4 5 
16. Harassed me at work 0 1 2 3 4 5 
17. Pushed, grabbed or shoved 
me 
0 1 2 3 4 5 
18. Used a knife or gun or other 
weapon 
0 1 2 3 4 5 
19. Became upset if 
dinner/housework wasn’t done 
when they thought it should be 
0 1 2 3 4 5 
20. Told me that I was crazy 0 1 2 3 4 5 
21. Told me that no one would 
ever want me 
0 1 2 3 4 5 
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22. Took my wallet and left me 
stranded 
0 1 2 3 4 5 
23. Hit or tried to hit me with 
something 
0 1 2 3 4 5 
24. Did not want me to socialize 
with my female friends 
0 1 2 3 4 5 
25. Put foreign objects in my 
vagina 
0 1 2 3 4 5 
26. Refused to let me work 
outside the home 
0 1 2 3 4 5 
27. Kicked me, bit me or hit me 
with a fist 
0 1 2 3 4 5 
28. Tried to convince my 
friends, family or children that I 
was crazy 
0 1 2 3 4 5 
29. Told me that I was stupid 0 1 2 3 4 5 
30. Beat me up 0 1 2 3 4 5 
 
When was the first time you experienced these actions from your husband?   
________________ 
Do you believer that your husband is abusive to you?  Yes    No Unsure 
 
SECTION 6: DEMOGRAPHIC QUESTIONS 
1. What is your current age?  ____________ 
2. What is the highest level of education which you have completed? _________ 
3. How long have you been married? ______________ 
4. Do you have children?  No _____ Yes ________ 
 If yes: How many children do you have? ____________ 
5.  Are you employed outside the home?  No _____   Yes ______ 
6. What is your total personal income? __________________ 
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7. What is your total household income? ________________ 
 
SECTION 7: PHYSICAL HEALTH ASSESSMENT          
 
Height (in cm): _______________     
Weight (Kg):   _______________ 
Waist Circumference (in cm): _______________ 
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 cibarA :sQ CIHPARGOMED DNA STNEMURTSNI YDUTS
ﻋﻼﻗﺎﺗﻚ   ،ﺗﺠﺎرﺑﻚ ﺧﻼل ﻓﺘﺮة اﻟﻄﻔﻮﻟﺔ، ﺻﺤﺘﻚ: أﺳﺌﻠﺔ ﺣﻮل اﻟﺘﻲ ﺗﺤﺘﻮي ﻋﻠﻰ ھﺬه اﻟﻤﻘﺎﺑﻠﺔ ﻓﻲ أﻗﺴﺎم 5 ھﻨﺎك
. ﻓﻲ ﻧﮭﺎﯾﺔ اﻟﻤﻘﺎﺑﻠﺔ ﺳﻮف اﻗﻮم ﺑﺎﺧﺬ طﻮﻟﻚ و وزﻧﻚ  و ﻋﻤﺮك ﻣﺜﻞ وﻣﻌﻠﻮﻣﺎت ﺗﺨﺘﺺ ﺑﻚاﻻﺟﺘﻤﺎﻋﯿﺔ واھﻠﻚ و اﺻﺪﻗﺎٮﻚ 
 إﺟﺎﺑﺎﺗﻚ.ﺳﻮف ادون ﻣﻌﻚ و اﻷﺳﺌﻠﺔ ﻛﻞ ﺳﺄﻗﺮأ دﻗﯿﻘﺔ. 06اﻟﻰ  04ﻣﺎ ﺑﯿﻦ  ﻋﺎدة ﻣﺎ ﺗﺴﺘﻐﺮق ھﺬ اﻟﻤﻘﺎﺑﻠﺔﻣﺤﯿﻂ ﺧﺼﺮك. 
ﺎ ﯿﮭﻋﻠ ﺗﺮﯾﺪ اﻹﺟﺎﺑﺔ ﻻ أﺳﺌﻠﺔ إذا ﻛﺎن ھﻨﺎك ﻟﻲ أن أﻋﺮف.، اﺳﻤﺤﻲ ﻓﻲ أي وﻗﺖ اﻟﻤﻘﺎﺑﻠﺔ ﺑﺤﺎﺟﺔ إﻟﻰ اﻟﺘﻮﻗﻒ ﻋﻦ إذا ﻛﻨﺖ
 ﺳﺮﯾﺔ.... إﺟﺎﺑﺎﺗﻚ أن ﻛﻞ ﺗﺬﻛﺮي اﺧﺒﺮﯾﻨﻲ.ﻓﻘﻂ 
 
  : اﻟﻤﺸﺎﻛﻞ اﻟﺼﺤﯿﺔ و اﻻﺣﺴﺎس1اﻟﻘﺴﻢ 
ﺗﻠﻲ ﻻﺋﺤﺔ ﺑﺎﻟﻤﺸﺎﻋﺮ أواﻟﺘﺼﺮﻓﺎت اﻟﺘﻲ ﻗﺪ ﺗﻜﻮن ﻗﻤﺖ ﺑﮭﺎ. اﻟﺮﺟﺎء ﺗﺤﺪﯾﺪ ﻋﺪد اﻟﻤﺮات اﻟﺘﻲ ﺷﻌﺮت أو ﺗﺼﺮﻓﺖ ﺑﮭﺎ ﻋﻠﻰ 
وذﻟﻚ ﺑﻮﺿﻊ داﺋﺮة ﺣﻮل اﻟﺮﻗﻢ اﻟﻤﻨﺎﺳﺐ ﻣﻦ ﺑﯿﻦ اﻷرﻗﺎم اﻟﺘﻲ ﺗﻠﻲ ﻛﻞ ﻋﺒﺎرة. اﺳﺘﻌﻦ  ﺧﻼل اﻷﺳﺒﻮع اﻟﻤﺎﺿﻲھﺬا اﻟﺸﻜﻞ 
 ﺑﺎﻟﻤﻘﯿﺎس اﻟﺘﺎﻟﻲ
 ﺧﻼل اﻷﺳﺒﻮع اﻟﻤﺎﺿﻲ:
 
 اﻟﻌﺒـــــﺎرة
ﻧﺎدرا ًأو أﺑﺪا ً
)أﻗّﻞ ﻣﻦ ﯾﻮم 
 واﺣﺪ(
ﻓﻲ ﺑﻌﺾ اﻷوﻗﺎت 
أو ﻗﻠﯿﻸ )ﯾﻮم واﺣﺪ 
 أو ﯾﻮﻣﯿﻦ(
أﺣﯿﺎﻧﺎ أو ﺧﻼل ﻣﺪة 
ﻣﻌﺘﺪﻟﺔ ﻣﻦ 
 أﯾﺎم( 4-3اﻟﻮﻗﺖ)
ﻌﻈﻢ أو ﻓﻲ ﻓﻲ ﻣ
 7-5ﻛﻞ اﻷوﻗﺎت)
 أﯾﺎم(
 
 3 2 1 0 .أزﻋﺠﺘﻨﻲ أﻣﻮر ﻻ ﺗﺰﻋﺠﻨﻲ ﻋﺎدةً  .1
 3 2 1 0 ﻟﻢ أرﻏﺐ ﻓﻲ ﺗﻨﺎول اﻟﻄﻌﺎم. ﻛﺎﻧﺖ ﺷﮭﯿّﺘﻲ ﺿﻌﯿﻔﺔ. .2
ﺷﻌﺮت أﻧّﻨﻲ ﻟﻢ أﺳﺘﻄﻊ أن أﺗﺨﻠﺺ ﻣﻦ ﻛﺂﺑﺘﻲ ﺣﺘﻰ  .3
 ﺑﻤﺴﺎﻋﺪة ﻋﺎﺋﻠﺘﻲ وأﺻﺪﻗﺎﺋﻲ.
 3 2 1 0
 3 2 1 0 ﺷﻌﺮت أﻧﻨﻲ ﺑﻤﺜﺎﺑﺔ اﻵﺧﺮﯾﻦ. .4
 3 2 1 0 اﻟﺘﺮﻛﯿﺰ ﻋﻠﻰ ﻣﺎ أﻓﻌﻞ.وﺟﺪت ﺻﻌﻮﺑﺔ ﻓﻲ  .5
 3 2 1 0 ﺷﻌﺮت ﺑﺎﻟﻜﺂﺑﺔ. .6
 3 2 1 0 ﺷﻌﺮت أّن اﻟﻘﯿﺎم ﺑﺄي ﻋﻤﻞ ﯾﺠﮭﺪﻧﻲ. .7
 3 2 1 0 ﻛﻨﺖ ﻣﺘﻔﺎﺋﻼ" ﺣﻮل اﻟﻤﺴﺘﻘﺒﻞ. .8
 3 2 1 0 ﺷﻌﺮت أّن ﺣﯿﺎﺗﻲ ﻛﺎﻧﺖ ﻓﺎﺷﻠﺔ .9
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 3 2 1 0 . ﺷﻌﺮت ﺑﺎﻟﺨﻮف.01
 3 2 1 0 . أﺻﺒﺖ ﺑﺎﻷرق.11
 3 2 1 0 . ﻛﻨﺖ ﺳﻌﯿﺪاً.21
 3 2 1 0 اﻗّﻞ ﻣﻦ اﻟﻌﺎدة.. ﺗﻜﻠّﻤﺖ 31
 3 2 1 0 . ﺷﻌﺮت ﺑﺎﻟﻮﺣﺪة.41
 3 2 1 0 . ﻟﻢ ﯾﻜﻦ اﻟﻨﺎس ودودﯾﻦ.51
 3 2 1 0 . ﺗﻤﺘّﻌﺖ ﺑﺎﻟﺤﯿﺎة.61
 3 2 1 0 . أﺻﺒﺖ ﺑﻨﻮﺑﺎت ﺑﻜﺎء.71
 3 2 1 0 . ﺷﻌﺮت ﺑﺎﻟﺤﺰن.81
 3 2 1 0 . ﺷﻌﺮت أن اﻟﻨﺎس ﻻ ﺗﺤﺒﻨﻲ.91
 3 2 1 0 . ﻟﻢ أﺳﺘﻄﻊ اﻻﺳﺘﻤﺮار. 02
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ﻗﺎﺋﻤﺔ ﻣﻦ اﻟﻤﺸﺎﻛﻞ واﻟﺸﻜﺎوى اﻟﺘﻲ ﯾﻌﺎﻧﻲ ﻣﻨﮭﺎ اﻷﻓﺮاد ﻓﻲ ﺑﻌﺾ اﻷﺣﯿﺎن ﻧﺘﯿﺠﺔ ﻟﺘﺠﺎرب اﻟﺤﯿﺎة اﻟﻤﺠﮭﺪة. ﯾﺮﺟﻰ أدﻧﺎه 
ﻓﻲ " ﻓﻲ اﻟﻤﺮﺑﻊ ﻟﻺﺷﺎرة إﻟﻰ ﻣﺪى اﻧﺰﻋﺎﺟﻚ ﻣﻦ ھﺬه اﻟﻤﺸﻜﻠﺔ  Xﻗﺮاءة ﻛﻞ ﻣﺸﻜﻠﺔ وﺷﻜﻮى ﺑﻌﻨﺎﯾﺔ ووﺿﻊ ﻋﻼﻣﺔ "
 . اﻟﺸﮭﺮ اﻟﻤﺎﺿﻲ
 
 ﻓﻲ اﻟﺸﮭﺮ اﻟﻤﺎﺿﻲ، ﻣﺎ ھﻮ ﻣﺪى اﻧﺰﻋﺎﺟﻚ ﻣﻦ:
 
 
 
ﻻ ﻋﻠﻰ  ﻻﺳﺘﺠﺎﺑﺔا ت
 اﻻطﻼق
 ﻛﺜﯿﺮ ﺟﺪاً  ﻻ ﺑﺄس  ﺑﺎﻋﺘﺪال ﻗﻠﯿﻼً 
 أو ﺻﻮرﻣﺘﻜﺮرة وﻣﺰﻋﺠﺔ  ذﻛﺮﯾﺎت وأﻓﻜﺎر  .81
 ﺗﺠﺮﺑﺔ ﻣﺮھﻘﺔ ﻣﻦ اﻟﻤﺎﺿﻲ؟
     
ﻣﺘﻜﺮرة وﻣﺰﻋﺠﺔ ﻟﺘﺠﺮﺑﺔ ﻣﺮھﻘﺔ ﻣﻦ  أﺣﻼم  .91
 ؟اﻟﻤﺎﺿﻲ
     
 ﻛﺎﻧﺖﻣﻔﺎﺟﺊ ﻛﻤﺎ ﻟﻮ  ﺷﻌﻮرأو  ﺗﺼﺮف  .02
ﻟﻚ ﻣﺮة أﺧﺮى )ﻛﻤﺎ ﻟﻮ  ﺗﺤﺪثﺗﺠﺮﺑﺔ ﻣﺮھﻘﺔ 
 ﻛﻨﺖ ﺗﻌﯿﺸﮭﺎ ﻣﺮة ﺛﺎﻧﯿﺔ(؟
     
ﻋﻨﺪﻣﺎ ﯾﻜﻮن ھﻨﺎك  ﺑﺎﻟﻀﯿﻖ ﻛﺜﯿﺮاً اﻟﺸﻌﻮر   .12
 ﺑﺘﺠﺮﺑﺔ ﻣﺮھﻘﺔ ﻣﻦ اﻟﻤﺎﺿﻲ؟ ﺷﻲء ﯾﺬﻛﺮك
     
زﯾﺎدة دﻗﺎت )ﻣﺜﻞ  ردود ﻓﻌﻞ ﺑﺪﻧﯿﺔﺣﺼﻮل   .22
اﻟﻘﻠﺐ أو ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﺘﻨﻔﺲ أو اﻟﺘﻌﺮق( 
ﺑﺘﺠﺮﺑﺔ  ﺷﻲء ﯾﺬﻛﺮكﻋﻨﺪﻣﺎ ﯾﻜﻮن ھﻨﺎك 
 ﻣﺮھﻘﺔ ﻣﻦ اﻟﻤﺎﺿﻲ؟
     
ﺔ ﺗﺠﺮﺑﺔ ﻣﺮھﻘ ﻋﻦ اﻟﺤﺪﯾﺚأو  اﻟﺘﻔﻜﯿﺮﺗﺠﻨﺐ   .32
اﻟﻤﺘﻌﻠﻘﺔ  اﻟﻤﺸﺎﻋﺮﻣﻦ اﻟﻤﺎﺿﻲ أو ﺗﺠﻨﺐ 
 ﺑﮭﺎ؟
     
 ﺗﺬﻛﺮكﻷﻧﮭﺎ  اﻟﺤﺎﻻتأو  اﻷﻧﺸﻄﺔﺗﺠﻨﺐ   .42
 ﺑﺘﺠﺮﺑﺔ ﻣﺮھﻘﺔ ﻣﻦ اﻟﻤﺎﺿﻲ؟
     
ﻣﻦ ﺗﺠﺮﺑﺔ  ﺗﺬﻛﺮ أﺟﺰاء ﻣﮭﻤﺔﺻﻌﻮﺑﺔ ﻓﻲ   .52
 ﻣﺮھﻘﺔ ﻣﻦ اﻟﻤﺎﺿﻲ؟
     
اﻻھﺘﻤﺎم ﻓﻲ اﻷﺷﯿﺎء اﻟﺘﻲ ﻛﻨﺖ ﺗﺴﺘﻤﺘﻊ ﻓﻘﺪان   .62
 ﺑﮭﺎ ﺳﺎﺑﻘﺎً؟
     
      ﻋﻦ اﻵﺧﺮﯾﻦ؟ اﻟﻌﺰﻟﺔأو  ﺑﺎﻟﺘﺒﺎﻋﺪاﻟﺸﻌﻮر   .72
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أو ﻋﺪم اﻟﻘﺪرة  ﺑﻼﻣﺒﺎﻻة ﻋﺎطﻔﯿﺔاﻟﺸﻌﻮر   .82
 ﻋﻠﻰ اﻟﺒﻮح ﺑﻤﺸﺎﻋﺮ ﻣﺤﺒﺔ ﻟﻠﻤﻘﺮﺑﯿﻦ ﻟﻚ؟
     
اﻟﺸﻌﻮر ﻛﻤﺎ ﻟﻮ أن ﻣﺴﺘﻘﺒﻠﻚ أﻧﻘﺼﺮ ﺑﻄﺮﯾﻘﺔ   .92
 ﻣﺎ ؟
     
      ؟اﻟﻨﻮم أو اﻟﺒﻘﺎء ﻧﺎﺋﻤﺎً ﺻﻌﻮﺑﺔ   .03
ﻧﻮﺑﺎت أو وﺟﻮد  ﺑﺘﻌﻜﺮ اﻟﻤﺰاجاﻟﺸﻌﻮر   .13
 اﻟﻐﻀﺐ؟
     
      ؟ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﺘﺮﻛﯿﺰوﺟﻮد   .23
      " أو ﯾﻘﻈﺎ ًﻛﺎﻟﺤﺎرس؟ﻣﻨﺘﺒﮭﺎ ًﻟﻠﻐﺎﯾﺔﺗﺼﺒﺢ "  .33
      أو اﻟﺠﻔﻞ ﺑﺴﮭﻮﻟﺔ؟ ﺑﺎﻟﺘﻘﻠﺐاﻟﺸﻌﻮر   .43
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  ﺗﻜﻮن ﺗﻌﺎﻧﯿﻦ ﻣﻨﮫ. اﻟﺘﻲ ﻗﺪ اﻷﻟﻢ اﻟﺠﺴﺪي أي ﻋﻨﺪ اﻟﺘﻔﻜﯿﺮ ﻓﻲ
            ﻣﻮاد ﺷﺪة اﻷﻟﻢ 
ﻓﻲ  01-0ﻣﻘﯿﺎس ﻣﻦ ﻛﯿﻒ ﺗﻘﯿّﻢ أﻟﻢ ﻟﺪﯾﻚ ﻋﻠﻰ  .1
اﻟﻮﻗﺖ اﻟﺤﺎﺿﺮ، اﻟﺬي ﺗﻌﺎﻧﻲ ﻣﻨﮫ اﻵن،ﺣﯿﺚ رﻗﻢ 
ﯾﻌﻨﻲ "اﻷﻟﻢ ﻓﻲ  01ﯾﻌﻨﻲ "ﻻ ﯾﻮﺟﺪ أﻟﻢ" ورﻗﻢ  0
 أﺳﻮء ﺣﺎﻻﺗﮫ"؟
           
أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻛﯿﻒ ﻛﺎﻧﺖ ﺷﺪة أﺳﻮأ  6ﻓﻲ اﻟـ  .2
 0، ﺣﯿﺚ رﻗﻢ  01-0أﻟﻢ ﻟﺪﯾﻚ ﻋﻠﻰ ﻣﻘﯿﺎس ﻣﻦ 
ﯾﻌﻨﻲ "اﻷﻟﻢ ﻓﻲ  01ﯾﻌﻨﻲ "ﻻ ﯾﻮﺟﺪ أﻟﻢ" ورﻗﻢ 
 أﺳﻮء ﺣﺎﻻﺗﮫ"؟
           
، ﻛﻢ ﻛﺎﻧﺖ أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻓﻲ اﻟﻤﻌﺪل 6ﻓﻲ اﻟـ  .3
 0، ﺣﯿﺚ رﻗﻢ  01-0ﺷﺪة اﻷﻟﻢ ﻋﻠﻰ ﻣﻘﯿﺎس ﻣﻦ 
ﯾﻌﻨﻲ "اﻷﻟﻢ ﻓﻲ  01ﯾﻌﻨﻲ "ﻻ ﯾﻮﺟﺪ أﻟﻢ" ورﻗﻢ 
أﺳﻮء ﺣﺎﻻﺗﮫ"؟ )ھﺬا ھﻮ اﻷﻟﻢ اﻟﻤﻌﺘﺎد اﻟﺬي ﺗﻌﺎﻧﻲ 
 ﻣﻨﮫ ﻓﻲ ﺗﻠﻚ اﻷوﻗﺎت.(
           
            ﻣﻮاد أﻟﻢ اﻹﻋﺎﻗﺔ 
أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ اﻟﺘﻲ ﻟﻢ  6ﻛﻢ ﻋﺪد اﻷﯾﺎم ﻓﻲ اﻟـ  .4
ﺗﻤﺎرس ﻓﯿﮭﺎ اﻷﻧﺸﻄﺔ اﻟﻤﻌﺘﺎدة )اﻟﻌﻤﻞ أو اﻟﻤﺪرﺳﺔ 
أو اﻟﻌﻤﻞ اﻟﻤﻨﺰﻟﻲ( ﺑﺴﺒﺐ أﻟﻢ اﻟﻈﮭﺮ / اﻟﺼﺪاع / 
 اﻟﻮﺟﮫ؟
           
أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻛﻢ ﻛﺎن أﻟﻢ اﻟﻈﮭﺮ /  6ﻓﻲ اﻟـ  .5
اﻟﺼﺪاع / اﻟﻮﺟﮫ ﻣﺘﺪاﺧﻼ ًﻣﻊ اﻷﻧﺸﻄﺔ اﻟﯿﻮﻣﯿﺔ 
ﯾﻌﻨﻲ "ﻏﯿﺮ  0ﺣﯿﺚ رﻗﻢ  01-0ﻣﻘﯿﺎس ﻣﻦ  ﻋﻠﻰ
ﯾﻌﻨﻲ "ﻏﯿﺮ ﻗﺎدر ﻋﻠﻰ  01ﻣﺘﺪاﺧﻞ" ورﻗﻢ 
 اﻻﺳﺘﻤﺮار ﻓﻲ أي أﻧﺸﻄﺔ"؟
           
أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻛﻢ ﻛﺎن أﻟﻢ اﻟﻈﮭﺮ /  6ﻓﻲ اﻟـ  .6
اﻟﺼﺪاع / اﻟﻮﺟﮫ اﻟﺬي ﻏﯿّﺮ ﻗﺪرﺗﻚ ﻋﻠﻰ 
اﻟﻤﺸﺎرﻛﺔ ﻓﻲ اﻷﻧﺸﻄﺔ اﻟﺘﺮوﯾﺤﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ 
ﯾﻮﺟﺪ ﺗﻐﯿﯿﺮ" ﯾﻌﻨﻲ "ﻻ  0واﻷﺳﺮﯾﺔ ﺣﯿﺚ رﻗﻢ 
 ﯾﻌﻨﻲ "ﯾﻮﺟﺪ ﺗﻐﯿﯿﺮ ﻛﺒﯿﺮ ﺟﺪا"ً؟ 01ورﻗﻢ 
           
أﺷﮭﺮ اﻟﻤﺎﺿﯿﺔ، ﻛﻢ ﻛﺎن أﻟﻢ اﻟﻈﮭﺮ /  6ﻓﻲ اﻟـ  .7
اﻟﺼﺪاع / اﻟﻮﺟﮫ اﻟﺬي ﻏﯿّﺮ ﻗﺪرﺗﻚ ﻋﻠﻰ اﻟﻌﻤﻞ 
 0)ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻷﻋﻤﺎل اﻟﻤﻨﺰﻟﯿﺔ( ﺣﯿﺚ رﻗﻢ 
ﯾﻌﻨﻲ "ﯾﻮﺟﺪ  01ﯾﻌﻨﻲ "ﻻ ﯾﻮﺟﺪ ﺗﻐﯿﯿﺮ" ورﻗﻢ 
 ﺗﻐﯿﯿﺮ ﻛﺒﯿﺮ ﺟﺪا"ً؟
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  : أﺣﺪ اﻻﻋﺮاض اﻟﺘﺎﻟﯿﺔ ﻣﻊ ﻣﺸﻜﻠﺔ ھﻞ ﻛﺎن ﻟﺪﯾﻚ
 ﻣﺮض اﻟﺴﻜﺮي:                                      ﻧﻌﻢ     ﻻ                 
  :                                  ﻧﻌﻢ     ﻻ اﻟﺪم ارﺗﻔﺎع ﺿﻐﻂ
  :             ﻧﻌﻢ     ﻻ اﻟﻜﻮﻟﯿﺴﺘﺮول ﻓﻲ اﻟﺪم ارﺗﻔﺎع ﻣﺴﺘﻮى
  ﯿﺔ:                                     ﻧﻌﻢ     ﻻاﻟﺴﻜﺘﺔ اﻟﺪﻣﺎﻏ
  أﻟﻢ ﻓﻲ اﻟﺼﺪر:                                      ﻧﻌﻢ     ﻻ
  :                                  ﻧﻌﻢ     ﻻ اﻟﺼﺪاع اﻟﻨﺼﻔﻲ
  :                                             ﻧﻌﻢ     ﻻ اﻟﺘﻌﺐ
  :                        ﻧﻌﻢ     ﻻ ﺆﻟﻤﺔاﻟﻤﻔﺎﺻﻞ اﻟﻤ / ﺗﻮرم
  :                                       ﻧﻌﻢ     ﻻ اﻟﻌﺎﻣﺔ آﻻم
  :                          ﻧﻌﻢ     ﻻ وﺟﻊ اﻟﻌﻀﻼت / آﻻم
  :                                   ﻧﻌﻢ     ﻻ اﻟﻨﻮم ﺻﻌﻮﺑﺔ
  ﻧﻌﻢ     ﻻ       :            ﺣﺮﻗﺔ / اﺿﻄﺮاب ﻓﻲ اﻟﻤﻌﺪة
  ﻏﯿﺮ اﻟﻤﺨﻄﻂ ﻟﮭﺎ:               ﻧﻌﻢ     ﻻ ﺣﺎﻻت اﻟﺤﻤﻞ
 اﺧﺮى:
  : اﻟﻨﺸﺎط اﻟﺠﺴﺪي2اﻟﻘﺴﻢ 
اﻷﺳﺌﻠﺔ اﻟﺘﺎﻟﯿﺔ ﺗﺮﺗﻜﺰ ﺣﻮل اﻟﻮﻗﺖ اﻟﺬي ﻗﻀﯿﺘﮫ ﻓﻲ ﻣﻤﺎرﺳﺔ أﻧﺸﻄﺔ ﺑﺪﻧﯿﺔ ﺧﻼل اﻷﯾﺎم اﻟﺴﺒﻌﺔ اﻟﻤﺎﺿﯿﺔ. ﻓﻀﻼ ًأﺟﺐ ﻋﻦ ﻛﻞ ﺳﺆال  
ﻚ ﻏﯿﺮ ﻧﺸﯿﻂ ﺑﺪﻧﯿﺎ.ً ﻓﻜﺮ ﻓﻲ اﻷﻧﺸﻄﺔ اﻟﺒﺪﻧﯿﺔ اﻟﺘﻲ ﺗﻤﺎرﺳﮭﺎ ﺧﻼل ﻋﻤﻠﻚ، وﻛﺠﺰء ﻣﻦ ﻣﻦ اﻷﺳﺌﻠﺔ اﻟﺘﺎﻟﯿﺔ ﺣﺘﻰ وإن ﻛﻨﺖ ﺗﻌﺘﺒﺮ ﻧﻔﺴ
  .أﻋﻤﺎﻟﻚ اﻟﻤﻨﺰﻟﯿﺔ، وأﺛﻨﺎء ﺗﻨﻘﻠﻚ ﻣﻦ ﻣﻜﺎن ﻵﺧﺮ، وﺗﻠﻚ اﻟﺘﻲ ﺗﻘﻮم ﺑﮭﺎ ﻓﻲ وﻗﺖ ﻓﺮاﻏﻚ ﺑﻐﺮض اﻟﺘﺮوﯾﺢ أو اﻟﺘﻤﺮﯾﻦ أو اﻟﺮﯾﺎﺿﺔ
واﻟﺘﻲ ﻗﻤﺖ ﺑﻤﻤﺎرﺳﺘﮭﺎ ﺧﻼل اﻷﯾﺎم اﻟﺴﺒﻌﺔ اﻟﻤﺎﺿﯿﺔ. اﻵن ﻓﻜﺮ ﻓﻲ ﺟﻤﯿﻊ اﻷﻧﺸﻄﺔ اﻟﺒﺪﻧﯿﺔ اﻟﺘﻲ ﺗﺘﻄﻠﺐ ﺟﮭﺪا ًﺑﺪﻧﯿﺎ ًﻣﺮﺗﻔﻊ اﻟﺸﺪة 
اﻷﻧﺸﻄﺔ اﻟﺒﺪﻧﯿﺔ ﻣﺮﺗﻔﻌﺔ اﻟﺸﺪة ھﻲ ﺗﻠﻚ اﻷﻧﺸﻄﺔ اﻟﺘﻲ ﺗﺠﻌﻞ ﺗﻨﻔﺴﻚ أﻋﻠﻰ ﺑﻜﺜﯿﺮ ﻣﻦ اﻟﻤﻌﺘﺎد، ﻣﺜﻞ رﻓﻊ أﺷﯿﺎء ﺛﻘﯿﻠﺔ، أو ﺣﺮث 
ﻂ اﻟﺤﺒﻞ.  ﻓﻜﺮ اﻷرض، أو رﻛﻮب اﻟﺪراﺟﺔ ﺑﺴﺮﻋﺔ ﻋﺎﻟﯿﺔ، أو اﻟﺠﺮي، أو ﻣﻤﺎرﺳﺔ ﻛﺮة اﻟﻘﺪم، أو ﻛﺮة اﻟﺴﻠﺔ، أو اﻟﺴﺒﺎﺣﺔ، أو ﻧ
  دﻗﺎﺋﻖ ﻋﻠﻰ اﻷﻗﻞ ﻓﻲ ﻛﻞ ﻣﺮة.  01ﻓﻘﻂ ﻓﻲ اﻷﻧﺸﻄﺔ اﻟﺒﺪﻧﯿﺔ ﻣﺮﺗﻔﻌﺔ اﻟﺸﺪة اﻟﺘﻲ ﻗﻤﺖ ﺑﻤﻤﺎرﺳﺘﮭﺎ ﻟﻤﺪة 
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 ، ﻛﻢ ﯾﻮﻣﺎ ًﻣﺎرﺳﺖ ﻓﯿﮫ ﻧﺸﺎطﺎ ًﺑﺪﻧﯿﺎ ًﻣﺮﺗﻔﻊ اﻟﺸﺪة؟اﻷﯾﺎم اﻟﺴﺒﻌﺔ اﻟﻤﺎﺿﯿﺔﺧﻼل  -1
  ____  ﯾﻮم ﻓﻲ اﻷﺳﺒﻮع    
  3اﻧﺘﻘﻞ ﻣﺒﺎﺷﺮة إﻟﻰ اﻟﺴﺆال رﻗﻢ ﻻ أﻗﻮم ﺑﺄي ﻧﺸﺎط ﺑﺪﻧﻲ ﻣﺮﺗﻔﻊ اﻟﺸﺪة.                                  
 ﻓﻲ اﻟﻤﻌﺘﺎد، ﻛﻢ ﻣﻦ اﻟﻮﻗﺖ ﻗﻀﯿﺘﮫ ﻓﻲ ﻣﻤﺎرﺳﺔ ﻧﺸﺎط ﺑﺪﻧﻲ ﻣﺮﺗﻔﻊ اﻟﺸﺪة ﻓﻲ أﺣﺪ ﺗﻠﻚ اﻷﯾﺎم؟   -2
 ____   ﺳﺎﻋﺔ ﻓﻲ اﻟﯿﻮم   
 ____   دﻗﯿﻘﺔ ﻓﻲ اﻟﯿﻮم   
                     ﻻ أدري/ أو ﻏﯿﺮ ﻣﺘﺄﻛﺪ.
واﻟﺘﻲ ﻗﻤﺖ ﺑﻤﻤﺎرﺳﺘﮭﺎ ﺧﻼل اﻷﯾﺎم اﻟﺴﺒﻌﺔ  ﻣﻌﺘﺪل اﻟﺸﺪةاﻵن ﻓﻜﺮ ﻓﻲ ﺟﻤﯿﻊ اﻷﻧﺸﻄﺔ اﻟﺒﺪﻧﯿﺔ اﻟﺘﻲ ﺗﺘﻄﻠﺐ ﺟﮭﺪا ًﺑﺪﻧﯿﺎ ً
اﻟﻤﺎﺿﯿﺔ. اﻷﻧﺸﻄﺔ اﻟﺒﺪﻧﯿﺔ ﻣﻌﺘﺪﻟﺔ اﻟﺸﺪة ھﻲ ﺗﻠﻚ اﻷﻧﺸﻄﺔ اﻟﺘﻲ ﺗﺠﻌﻞ ﺗﻨﻔﺴﻚ أﻋﻠﻰ ﻣﻦ اﻟﻤﻌﺘﺎد إﻟﻰ ﺣﺪا ًﻣﺎ، وﯾﻤﻜﻦ أن 
أو رﻛﻮب اﻟﺪراﺟﺔ ﺑﺴﺮﻋﺔ ﻋﺎدﯾﺔ، أو ﻣﻤﺎرﺳﺔ ﻛﺮة اﻟﻄﺎﺋﺮة، أو ﻣﻤﺎرﺳﺔ ﺗﻨﺲ اﻟﻄﺎوﻟﺔ، أو ﺗﺘﻀﻤﻦ رﻓﻊ أﺷﯿﺎء ﺧﻔﯿﻔﺔ، 
ﻛﻨﺲ اﻟﻤﻨﺰل، أو ﻏﺴﻞ اﻟﻤﻼﺑﺲ ﯾﺪوﯾﺎ،ً أو ﻏﺴﻞ اﻟﺴﯿﺎرة. ﻻ ﺗﺤﺴﺐ اﻟﻤﺸﻲ ﺿﻤﻦ ھﺬه اﻷﻧﺸﻄﺔ. ﻣﺮة أﺧﺮى، ﻓﻜﺮ ﻓﻘﻂ 
  ﻛﻞ ﻣﺮة. دﻗﺎﺋﻖ ﻋﻠﻰ اﻷﻗﻞ ﻓﻲ  01ﻓﻲ اﻷﻧﺸﻄﺔ اﻟﺒﺪﻧﯿﺔ ﻣﻌﺘﺪﻟﺔ اﻟﺸﺪة اﻟﺘﻲ ﻗﻤﺖ ﺑﻤﻤﺎرﺳﺘﮭﺎ ﻟﻤﺪة 
 ، ﻛﻢ ﯾﻮﻣﺎ ًﻣﺎرﺳﺖ ﻓﯿﮫ ﻧﺸﺎطﺎ ًﺑﺪﻧﯿﺎ ًﻣﻌﺘﺪل اﻟﺸﺪة؟اﻷﯾﺎم اﻟﺴﺒﻌﺔ اﻟﻤﺎﺿﯿﺔﺧﻼل  -3
 ____  ﯾﻮم ﻓﻲ اﻷﺳﺒﻮع   
  5اﻧﺘﻘﻞ ﻣﺒﺎﺷﺮة إﻟﻰ اﻟﺴﺆال رﻗﻢ ﻻ أﻗﻮم ﺑﺄي ﻧﺸﺎط ﺑﺪﻧﻲ ﻣﻌﺘﺪل اﻟﺸﺪة.                                   
 ﻓﻲ اﻟﻤﻌﺘﺎد، ﻛﻢ ﻣﻦ اﻟﻮﻗﺖ ﻗﻀﯿﺘﮫ ﻓﻲ ﻣﻤﺎرﺳﺔ ﻧﺸﺎط ﺑﺪﻧﻲ ﻣﻌﺘﺪل اﻟﺸﺪة ﻓﻲ أﺣﺪ ﺗﻠﻚ اﻷﯾﺎم؟   -4
 ____  ﺳﺎﻋﺔ ﻓﻲ اﻟﯿﻮم   
 ____  دﻗﯿﻘﺔ ﻓﻲ اﻟﯿﻮم   
  ﻻ أدري/ أو ﻏﯿﺮ ﻣﺘﺄﻛﺪ.               
ﻟﻌﻤﻞ، واﻟﻤﺸﻲ أﺛﻨﺎء اﻵن ﻓﻜﺮ ﻓﻲ اﻟﻮﻗﺖ اﻟﺬي ﻗﻀﯿﺘﮫ ﻓﻲ اﻟﻤﺸﻲ ﺧﻼل اﻷﯾﺎم اﻟﺴﺒﻊ اﻟﻤﺎﺿﯿﺔ، وﯾﺘﻀﻤﻦ ذﻟﻚ اﻟﻤﺸﻲ إﻟﻰ ا
 اﻟﻌﻤﻞ، وﻓﻲ اﻟﺒﯿﺖ، وﺧﻼل اﻧﺘﻘﺎﻟﻚ ﻣﻦ ﻣﻜﺎن ﻵﺧﺮ، أو أي ﻧﻮع ﻣﻦ أﻧﻮاع اﻟﻤﺸﻲ ﺑﻐﺮض اﻟﺘﺮوﯾﺢ أو اﻟﺮﯾﺎﺿﺔ. 
 دﻗﺎﺋﻖ ﻋﻠﻰ اﻷﻗﻞ ﻓﻲ ﻛﻞ ﻣﺮة؟ 01ﻟﻤﺪة اﻟﻤﺸﻲ ، ﻛﻢ ﯾﻮﻣﺎ ًﻣﺎرﺳﺖ ﻓﯿﮫ اﻷﯾﺎم اﻟﺴﺒﻌﺔ اﻟﻤﺎﺿﯿﺔﺧﻼل  -5
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 ____  ﯾﻮم ﻓﻲ اﻷﺳﺒﻮع   
  7اﻧﺘﻘﻞ ﻣﺒﺎﺷﺮة إﻟﻰ اﻟﺴﺆال رﻗﻢ ﻟﻤﺸﻲ إطﻼﻗﺎ.                       ﻻ أﻗﻮم ﺑﻤﻤﺎرﺳﺔ ا         
 ﻓﻲ اﻟﻤﻌﺘﺎد، ﻛﻢ ﻣﻦ اﻟﻮﻗﺖ ﻗﻀﯿﺘﮫ ﻓﻲ ﻣﻤﺎرﺳﺔ اﻟﻤﺸﻲ ﻓﻲ أﺣﺪ ﺗﻠﻚ اﻷﯾﺎم؟   -6
 ____  ﺳﺎﻋﺔ ﻓﻲ اﻟﯿﻮم   
 ____  دﻗﯿﻘﺔ ﻓﻲ اﻟﯿﻮم   
  ﻻ أدري/ أو ﻏﯿﺮ ﻣﺘﺄﻛﺪ.         
اﻷﯾﺎم اﻟﺴﺒﻌﺔ اﻟﻤﺎﺿﯿﺔ. أﺣﺴﺐ وﻗﺖ اﻟﺠﻠﻮس ﻓﻲ اﻟﻌﻤﻞ، وﻓﻲ اﻟﻤﻨﺰل، اﻵن ﻓﻜﺮ ﻓﻲ اﻟﻮﻗﺖ اﻟﺬي ﻗﻀﯿﺘﮫ ﺟﺎﻟﺴﺎ ًﺧﻼل 
وﻓﻲ اﻟﺪراﺳﺔ، وﻓﻲ اﻟﺘﺮﻓﯿﮫ. ﻣﻦ اﻟﻤﻤﻜﻦ أن ﯾﺘﻀﻤﻦ ذﻟﻚ وﻗﺖ اﻟﺠﻠﻮس ﻋﻠﻰ اﻟﻤﻜﺘﺐ، وأﺛﻨﺎء اﻟﻌﻤﻞ ﻋﻠﻰ اﻟﻜﻤﺒﯿﻮﺗﺮ، 
 وأﺛﻨﺎء زﯾﺎرﺗﻚ ﻟﺼﺪﯾﻖ، وأﺛﻨﺎء اﻟﻘﺮاءة، واﻟﺠﻠﻮس أو اﻻﺳﺘﻠﻘﺎء ﻟﻤﺸﺎھﺪة اﻟﺘﻠﻔﺰﯾﻮن.
 ، ﻛﻢ ﻣﻦ اﻟﻮﻗﺖ ﻗﻀﯿﺘﮫ ﺟﺎﻟﺴﺎ ًﻓﻲ أﺣﺪ ھﺬه اﻷﯾﺎم ﻣﻦ ﻏﯿﺮ أﯾﺎم اﻹﺟﺎزة اﻷﺳﺒﻮﻋﯿﺔ؟اﻟﻤﺎﺿﯿﺔ اﻷﯾﺎم اﻟﺴﺒﻌﺔﺧﻼل  -7
 ____ ﺳﺎﻋﺔ ﻓﻲ اﻟﯿﻮم 
 ____ دﻗﯿﻘﺔ ﻓﻲ اﻟﯿﻮم  
  ﻻ أدري/ أو ﻏﯿﺮ ﻣﺘﺄﻛﺪ        
 
  : اﻟﺪﻋﻢ اﻻﺟﺘﻤﺎﻋﻲ3اﻟﻘﺴﻢ 
  أَﺷﯿِﺮي إﻟﻰ ﻛﯿﻒ ﺗَﺸﻌﺮﯾﻦ ﺣﻮل ﻛّﻞ ﺑﯿﺎنﻧﺤﻦ ﻣﮭﺘﻤﯿﻦ ﻋﻦ ﺷﻌﻮرك ﺗﺠﺎه اﻟﺒﯿﺎﻧﺎت اﻟﺘﺎﻟﯿﺔ. اِْﻗَﺮْأي ﻛّﻞ ﺑﯿﺎن ﺑﻌﻨﺎﯾﺔ. 
       ( إذا ﻛﻨَﺖ ﻻ ﺗﻮاﻓﻘﯿﻦ1ﺿﻌﻲ داﺋﺮة ﺣﻮل رﻗﻢ واﺣﺪ )     
                          (  اذا ﻛﻨﺖ ﻣﺤﺎﯾﺪة2ﺿﻌﻲ داﺋﺮة ﺣﻮل رﻗﻢ اﺛﻨﯿﻦ )
      ( اذا ﻛﻨﺖ ﺗﻮاﻓﻘﯿﻦ3ﺿﻌﻲ داﺋﺮة ﺣﻮل رﻗﻢ ﺛﻼﺛﺔ )
     
 اﻟﻌﺒـــــﺎرة  ﺗﻮاﻓﻘﯿﻦﻻ  اذا ﻛﻨﺖ ﻣﺤﺎﯾﺪة اذا ﻛﻨﺖ ﺗﻮاﻓﻘﯿﻦ
  ﺗَُﺤﺎِوُل ﻋﺎﺋﻠﺘﻲ أن ﺗَُﺴﺎِﻋَﺪﻧﻲ   1 2 3
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أَﺣﺼﻞ ﻋﻠﻰ اﻟﻤﺴﺎﻋﺪة اﻟﻌﺎطﻔﯿّﺔ و  1 2 3
  اﻟﺪﻋﻢ اﻟﺬي اِْﺣﺘَﺎَﺟﮫ ﻣﻦ
  ﻋﺎﺋﻠﺘﻲ     
  ﯾَُﺤﺎِوُل أَْﺻِﺪﻗﺎﺋﻲ ﻣﺴﺎﻋﺪﺗﻲ   1 2 3
أَْﻋﺘَِﻤَﺪ ﻋﻠﻰ أَْﺻِﺪﻗﺎﺋﻲ ﻋﻨﺪﻣﺎ ﺗﺴﻮء  1 2 3
 اﻻﻣﻮر ﻣﻌﻲ
  ﻣﺸﺎﻛﻠﻲ ﻣﻊ ﻋﺎﺋﻠﺘﻲأَﺗََﺤﺪﱠَث ﻋﻦ  1 2 3
ﻋﻨﺪي أَْﺻِﺪﻗﺎء أَﺷﺎرَك ﻓَﺮﺣﺘﻲ و  1 2 3
 أﺣﺰاﻧﻲ ﻣﻌﮭﻢ
ﻋﺎﺋﻠﺘﻲ راﻏﺒﺔ أن ﺗَُﺴﺎِﻋَﺪﻧﻲ ﻻﺗﺨﺎذ  1 2 3
 ﻗََﺮاَرات
 أَﺗََﺤﺪﱠَث ﻋﻦ ﻣﺸﺎﻛﻠﻲ ﻣﻊ أَْﺻِﺪﻗﺎﺋﻲ 1 2 3
 
   : ﺗﺠﺎرب ﻣﺮﺣﻠﺔ اﻟﻄﻔﻮﻟﺔ4اﻟﻘﺴﻢ 
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ﻣﺘﻌﻠﻘﺔ ﺑﺒﺒﻌﺾ اﻟﺘﺠﺎرب اﻟﺘﻲ ﻗﺪ ﺗﻜﻮﻧﯿﻦ ﻣﺮرﺗﻲ  ھﺬه اﻷﺳﺌﻠﺔ 
  .ﻓﺘﺮة اﻟﻄﻔﻮﻟﺔ... ﺑﮭﺎ ﻓﻲ
     
 
 اﻟﺮﻗﻢ
 
 اﻟﻌﺒـــــﺎرة
ﻏﯿﺮ 
ﺻﺤﯿﺢ 
 ﻣﻄﻠﻘﺎ
ﺻﺤﯿﺢ 
 ﻧﺎدرا
 ﺻﺤﯿﺢ
 أﺣﯿﺎﻧﺎ
ﺻﺤﯿﺢ 
 ﻏﺎﻟﺒﺎ
ﺻﺤﯿﺢ 
ﻋﻠﻰ 
 اﻷﻏﻠﺐ
            ﻌﺎماﻟﻄﻛﻨﺖ أﺗﻌﺮض ﻟﻠﺤﺮﻣﺎن ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻟﺤﺮﻣﺎن ﻣﻦ  طﻔﻮﻟﺘﻲﻓﻲ  1
           ﻦ ھﻢ ﺣﻮﻟﻲﻤﻛﻨﺖ أﺣﻈﻰ ﺑﺎﻟﻌﻨﺎﯾﺔ واﻟﺮﻋﺎﯾﺔ ﻣ طﻔﻮﻟﺘﻲﻓﻲ  2
ﺸﻜﻞ ﺑﻛﺎن ﺑﻌﺾ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﻨﻌﺘﻮﻧﻨﻲ ﺑﺄﻟﻘﺎب ﻧﺎﺑﯿﺔ  طﻔﻮﻟﺘﻲﻓﻲ  3
 ﻣﻨﺘﻈﻢ
          
ﻛﺎﻧﺎ واﻟﺪي ﻻھﯿﺎن ﻋﻨﺎ ﻟﺪرﺟﺔ اﻧﮭﻤﺎ ﻟﻢ ﯾﺴﺘﻄﯿﻌﺎ اﻟﻌﻨﺎﯾﺔ  طﻔﻮﻟﺘﻲﻓﻲ  4
 ﺑﺎﻟﻌﺎﺋﻠﺔ
          
           ﻛﺎن ھﻨﺎك أﺣﺪ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﺤﺴﺴﻨﻲ ﺑﺎﻧﻲ ﻣﮭﻢ أو ﻣﻤﯿﺰ طﻔﻮﻟﺘﻲﻓﻲ  5
           ﻟﻢ أﺟﺪ إﻻ ﻣﻼﺑﺲ ﺑﺎﻟﯿﮫ ﻻرﺗﺪﯾﮭﺎ طﻔﻮﻟﺘﻲﻓﻲ  6
           ﺷﻌﺮت ﺑﺄﻧﻨﻲ ﻣﺤﺒﻮب طﻔﻮﻟﺘﻲﻓﻲ  7
           ﺷﻌﺮت ﺑﺎن واﻟﺪي ﺗﻤﻨﯿﺎ ﺑﺄﻧﻨﻲ ﻟﻢ اﺧﻠﻖ طﻔﻮﻟﺘﻲﻓﻲ  8
ﺗﻌﺮﺿﺖ إﻟﻰ ﺿﺮب ﻣﺒﺮح ﻣﻦ أﺣﺪ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ اﺣﺘﺠﺖ  طﻔﻮﻟﺘﻲﻓﻲ  9
 ﻋﻠﻰ آﺛﺮھﺎ إﻟﻰ ﻋﻨﺎﯾﺔ طﺒﯿﺔ
          
           ﻟﻢ أﺗﻤﻨﻰ ﺑﺄﻧﻨﻲ وﻟﺪت ﻷﺑﻮﯾﻦ آﺧﺮﯾﻦ طﻔﻮﻟﺘﻲﻓﻲ  01
ﻛﺎن ﺑﻌﺾ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﻀﺮﺑﻨﻲ ﺑﻘﺴﻮة ﻣﻤﺎ ﺗﺮك اﺛﺮ  طﻔﻮﻟﺘﻲﻓﻲ  11
 ﻟﻌﻼﻣﺎت وﻛﺪﻣﺎت ﻋﻠﻰ ﺟﺴﻤﻲ
          
           ﻛﻨﺖ أﻋﺎﻗﺐ ﺑﺮﺑﻄﻲ ﺑﻠﻮح أو ﺣﺒﻞ أو أي ﺷﻲ أﺧﺮ ﺻﻠﺐ طﻔﻮﻟﺘﻲﻓﻲ  21
           ﻛﺎن أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﺣﺮﯾﺼﯿﻦ ﻋﻠﻰ ﺑﻌﻀﮭﻢ اﻟﺒﻌﺾ طﻔﻮﻟﺘﻲﻓﻲ  31
           ﻛﺎن أﻓﺮاد ﻋﺎﺋﻠﻲ ﯾﻘﻮﻟﻮن ﻟﻲ ﻛﻼم ﻣﺆﻟﻢ وﻣﮭﯿﻦ طﻔﻮﻟﺘﻲﻓﻲ  41
 أﺳﯿﺌﺖ ﻣﻌﺎﻣﻠﺘﻲ ﺟﺴﺪﯾﺎ طﻔﻮﻟﺘﻲﻓﻲ  51
 ………………ھﻞ ﺗﺬﻛﺮ ﻣﻦ اﻟﺬي ﻓﻌﻞ ذﻟﻚ؟
 ……………وﻛﻢ ﻛﺎن ﻋﻤﺮك آﻧﺬاك ﺗﻘﺮﯾﺒﺎ؟
          
           ﻋﺸﺖ طﻔﻮﻟﺔ ﻣﻤﺘﺎزة طﻔﻮﻟﺘﻲﻓﻲ  61
ﺿﺮﺑﺖ ﺑﺸﻜﻞ ﺳﯿﺊ ﻟﻮﺣﻆ ﻋﻠﻲ ﻣﻦ ﻗﺒﻞ اﻟﻤﻌﻠﻢ أو اﻟﺠﺎر  طﻔﻮﻟﺘﻲﻓﻲ  71
 أو اﻟﻄﺒﯿﺐ
          
           ﺷﻌﺮت ﺑﺎن أﺣﺪ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﻜﺮھﻨﻲ طﻔﻮﻟﺘﻲﻓﻲ  81
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           ﻛﺎن أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﯾﺸﻌﺮون ﺑﺎﻟﺘﻘﺎرب ﻓﯿﺎ ﺑﯿﻨﮭﻢ طﻔﻮﻟﺘﻲﻓﻲ  91
           .ﻛﻨﺖ اﺷﻌﺮ ﺑﺎن ﻋﺎﺋﻠﺘﻲ ﻣﻦ اﻓﻀﻞ اﻟﻌﻮاﺋﻞ طﻔﻮﻟﺘﻲﻓﻲ  02
           .ﺣﺎول ﺷﺨﺺ ﻣﺎ أن ﯾﻠﻤﺴﻨﻲ ﺑﻄﺮﯾﻘﺔ ﺟﻨﺴﯿﺔ / أو ﺟﻌﻠﻨﻲ أﻟﻤﺴﮫ. 12
           ھﺪدﻧﻲ إﻻ إذا ﻓﻌﻠﺖ ﺷﻲء ﺟﻨﺴﻲ.ﻣﺎ .ﺷﺨﺺ  22
           أﺷﺎھﺪ اﻷﻣﻮر اﻟﺠﻨﺴﯿﺔ.أو  ﺣﺎول  ﺷﺨﺺ ﻣﺎ أن أﻓﻌﻞ /. 32
           .ﺷﺨﺺ ﻣﺎ ﺗﺤﺮش ﺑﻲ. 42
           . أﻋﺘﻘﺪ أﻧﻨﻲ ﺗﻌﺮﺿﺖ ﻟﻼﻋﺘﺪاء اﻟﺠﻨﺴﻲ. 52
 أظﻦ ﺑﺎن ﻣﺸﺎﻋﺮي ﻗﺪ أھﯿﻨﺖ طﻔﻮﻟﺘﻲﻓﻲ  62
 ………………..ھﻞ ﺗﺬﻛﺮ ﻣﻦ اﻟﺬي ﻓﻌﻞ ذﻟﻚ؟
 ……………….وﻛﻢ ﻛﺎن ﻋﻤﺮك آﻧﺬاك ﺗﻘﺮﯾﺒﺎ؟
          
           ﻛﺎن ھﻨﺎك ﻣﻦ ﯾﺄﺧﺬﻧﻲ ﻟﻠﻄﺒﯿﺐ ﻋﻨﺪﻣﺎ اﺣﺘﺎج أﻟﯿﮫ طﻔﻮﻟﺘﻲﻓﻲ  72
 82
           ﻛﺎﻧﺖ ﻋﺎﺋﻠﺘﻲ ﻣﺼﺪر دﻋﻢ وﻗﻮة ﻟﻲ طﻔﻮﻟﺘﻲﻓﻲ 
 
 
  : اﻟﻌﻼﻗﺔ اﻟﺰوﺟﯿﺔ5اﻟﻘﺴﻢ 
ﻧﻮد اﻻن ﻣﻌﺮﻓﺔ اذا ﻛﻨﺖ ﺗﻌﺮﺿﺖ ﻹي ﺗﺼﺮف ﻣﻦ اﻟﺘﺼﺮﻓﺎت اﻟﺘﺎﻟﯿﺔ وﻛﻢ ﻣﺮة ﺣﺪﺛﺖ ﻟﻚ ﺧﻼل اﻟﺴﻨﺔ اﻟﻤﺎﺿﯿﺔ. وﻓﻲ 
ﻟﻚ ان ﻛﻨﺖ ﻓﻲ إرﺗﺒﺎط ﺧﻼل اﻟﺴﻨﺔ اﻟﻤﺎﺿﯿﺔ, اﻟﺮﺟﺎء إﺟﺎﺑﺔ اﻷﺳﺌﻠﺔ ﻋﻦ اي إرﺗﺒﺎط  ﺳﺎﺑﻖ ﻓﻲ اي وﻗﺖ ﺣﺎﻟﺔ ﻟﻢ ﯾﺴﺒﻖ 
 ﻣﻀﻰ.
  اﻟﺮﺟﺎء وﺿﻊ داﺋﺮة ﺣﻮل اﻟﺮﻗﻢ اﻟﺬي ﯾﻨﺎﺳﺐ ﻋﺪد ﻣﺮات ﻣﺎ ﺣﺪث ﻟﻚ ﺧﻼل اﻟﺴﻨﺔ اﻟﻤﺎﺿﯿﺔ.  
 ﻛﻢ ﻣﺮة ﺣﺪث ﻟﻚ؟
ﻓﻲ ﻛﻞ 
 ﯾﻮم
ﻣﺮة ﻓﻲ 
 اﻻﺳﺒﻮع
ﻣﺮة ﻓﻲ 
 اﻟﺸﮭﺮ
ﻋﺪة 
 ﻣﺮات
ﻣﺮة واﺣﺪة 
 ﻓﻘﻂ
ث ﻟﻢ ﯾﺤﺪ
 اطﻼﻗﺎ
 اﻟﺘﺼﺮف
  ﻗﺎل ﻟﻲ اﻧﻨﻲ ﻟﻢ اﻛﻦ ﺟﯿﺪة ﺑﺪرﺟﺔ ﻛﺎﻓﯿﺔ. 1 0 1 2 3 4 5
ﻣﻨﻌﻨﻲ ﻣﻦ طﻠﺐ اﻟﺮﻋﺎﯾﺔ . 2 0 1 2 3 4 5
 اﻟﺼﺤﯿﺔ      
  ﯾﺘَﺒَﻌﻨﻲ                                      . َ3 0 1 2 3 4 5
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ﺣﺎول ان ﯾﻘﻠﺐ ﻋﺎﺋﻠﺘﻲ و اﺻﺪﻗﺎﺋﻲ . 4   0 1 2 3 4 5
 و اطﻔﺎﻟﻲ ﺿﺪي 
  ﺣﺒﺴﻨﻲ ﻓﻲ ﻏﺮﻓﺔ اﻟﻨﻮم                 . 5 0 1 2 3 4 5
  ﺻﻔﻌﻨﻲ.6 0 1 2 3 4 5
  إﻏﺘﺼﺒﻨﻲ. 7 0 1 2 3 4 5
  ﻗﺎل  اﻧﻨﻲ ﻗﺒﯿﺤﺔ. 8 0 1 2 3 4 5
ﺣﺎول ان ﯾﻤﻨﻌﻨﻲ ﻣﻦ رؤﯾﺔ ﻋﺎﺋﻠﺘﻲ او . 9 0 1 2 3 4 5
 اﻟﺘﺤﺪث اﻟﯿﮭﻢ
  طﺮﺣﻨﻲ أرﺿﺎً . 01 0 1 2 3 4 5
  ﯾﺘﻠﺼﺺ ﺣﻮل ﺑﯿﺘﻲ. 11 0 1 2 3 4 5
ﯾﻠﻮﻣﯿﻨﻲ ﺑﺄﻧﻨﻲ ﺳﺒﺐ ﻟﺘﺼﺮﻓﺎﺗﮫ . 21 0 1 2 3 4 5
 اﻟﻌﻨﯿﻔﺔ
  ھﺪدﻧﻲ اﺛﻨﺎء ﻣﻜﺎﻟﻤﺔ ھﺎﺗﻔﯿﺔ. 31 0 1 2 3 4 5
  ھﺰﻧﻲ ﺑﻌﻨﻒ. 41 0 1 2 3 4 5
  ﺣﺎول أن ﯾﻐﺘﺼﺒﻨﻲ. 51 0 1 2 3 4 5
  ھﺪدﻧﻲ اﺛﻨﺎء وﻗﺖ ﻋﻤﻠﻲ. 61 0 1 2 3 4 5
  دﻓﻌﻨﻲ, اﻣﺴﻚ ﺑﻲ ﺑﻘﻮة . 71 0 1 2 3 4 5
اﺳﺘﻌﻤﻞ اﻟﺴﻜﯿﻦ, او اﻟﻤﺴﺪس او اي  .81 0 1 2 3 4 5
  ﺳﻼح اﺧﺮ
  ﻗﺎل  اﻧﻲ ﻣﺠﻨﻮﻧﺔ. 91 0 1 2 3 4 5
  ﻗﺎل ﻟﻲ ﻟﻦ ﯾﻘﺒﻞ ﺑﻚ اﺣﺪ. 02 0 1 2 3 4 5
  اﺧﺬ ﻣﺤﻔﻈﺘﻲ وﺗﺮﻛﻨﻲ ﺑﻼ ﺷﻲء. 12 0 1 2 3 4 5
 0 1 2 3 4 5
ﺿﺮﺑﻨﻲ او ﺣﺎول ان ﯾﻀﺮﺑﻨﻲ . 22
 ﺑﺸﻲء ﻣﺎ
  ﻻ ﯾُﺮﯾﺪﻧﻲ ان اﺟﺘﻤﻊ ﻣﻊ ﺻﺪﯾﻘﺎﺗﻲ. 32 0 1 2 3 4 5
  رﻓﺾ ان اﻋﻤﻞ ﺧﺎرج اﻟﺒﯿﺖ. 42 0 1 2 3 4 5
 0 1 2 3 4 5
ﯾﻨﺰﻋﺞ إذا ﻟﻢ ﯾﺠﮭﺰ اﻟﻌﺸﺎء  او ُﺗﻨﺠﺰ  . 52
  اﻋﻤﺎل اﻟﺒﯿﺖ ﻛﻤﺎ ﯾﺠﺐ
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 5
 0 1 2 3 4
رﻓﺴﻨﻲ او ﻋﻀﻨﻲ او ﺿﺮﺑﻨﻲ . 62
 ﺑﻘﺒﻀﺔ ﯾﺪة
 0 1 2 3 4 5
. ﺣﺎول ان ﯾﻘﻨﻊ ﺻﺪﯾﻘﺎﺗﻲ, ﻋﺎﺋﻠﺘﻲ او 72
 اطﻔﺎﻟﻲ ﺑﺄﻧﻨﻲ ﻛﻨﺖ ﻣﺠﻨﻮﻧﺔ
  ﻟﻲ اﻧﻲ  ﻏﺒﯿﺔ . ﻗﺎل82 0 1 2 3 4 5
  ﯾﻨﮭﺎل ﻋﻠﻲ ﺿﺮﺑﺎً . 92 0 1 2 3 4 5
 
  : 6اﻟﻘﺴﻢ 
  ﻛﻢ ﻋﻤﺮك؟  -1س
  _________؟ ﻛﻨﺖ ﻗﺪ أﻛﻤﻠﺖ اﻟﺬي اﻟﺘﻌﻠﯿﻢ ﻣﻦ ھﻮ أﻋﻠﻰ ﻣﺴﺘﻮى ﻣﺎ -2س
 
  ﻛﻢ ﺳﻨﺔ واﻧﺖ ﻣﺘﺰوﺟﺔ؟ -3س
 
  ________ ﻧﻌﻢ _____ ﻻ ﻟﺪﯾﻚ أطﻔﺎل؟ ھﻞ -4س
 
  ____________ ﻟﺪﯾﻚ؟ اﻷطﻔﺎل: ﻛﻢ ﻋﺪد إذا ﻛﺎن اﻟﺠﻮاب ﻧﻌﻢ
 
  ______ ﻻ _____ ﻧﻌﻢ؟ ﺧﺎرج اﻟﻤﻨﺰل ھﻞ ﺗﻌﻤﻞ-5س 
  ﻛﻢ ﻣﺪﺧﻮﻟﻚ اﻟﺸﮭﺮي؟-6س
  ﻛﻢ ﻣﺪﺧﻮل اﻻﺳﺮة؟-7س
 
  : 7اﻟﻘﺴﻢ 
 اﻟﻮزن:
 
 اﻟﻄﻮل:
 
 ﻣﺤﯿﻂ اﻟﺨﺼﺮ:
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APPENDIX K 
 Safety Guidelines for the Interviewers  
To maintain an environment safe for the interviewers, the following guidelines will be 
followed:  
• The research study will be introduced to the clinic staff as a women’s health study.  
• Women will not be screened or interviewed in front of children older than 2 (only 
non-verbal children to be present during the interview).  
• Interviews will be conducted only in a private room at the clinic which has a 
telephone.  
• If the interview is interrupted, the interviewer will stop and/or change the subject of 
discussion.  
• Women will be asked not to share the nature or the content of this interview with 
anyone.  
• The letter of information will not be sent home with the woman but retained at the 
clinic.  
• Carry a charged Cellular Phone (not in purse or case) to call for assistance if needed.  
• The interviewer must be aware of her safety area (3 feet around her). If this space is 
threatened, or if she feel uncomfortable, she should take protective action: o Go to 
a secure area of the clinic;  
o Call the clinic security guard who will contact the police if there is a safety 
issue  
o Leave the clinic if/when it is safe to do so  
 
• When leaving the clinic, a male driver will be waiting for the interviewer outside the 
clinic and will transport her home.  
• If the interview is concerned that she is being followed, she should report this to the 
security guard, or go to neutral site (e.g. coffee shop) rather than directly home.  
 
 
Version: March 10 2015 
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APPENDIX L 
Debriefing Protocol 
 
1. Ask the participant: 
How was it for you to answer these questions? 
Were there any questions you would like to follow-up with? 
 
2. Acknowledge that talking about/answering questions about their experiences of 
abuse may produce emotional distress: 
“People sometimes have strong emotional reactions in the first few days after they 
have talked about the abuse they have experienced” 
 
3. Reinforce that a stress reaction is completely normal. It does not imply that she is 
crazy or weak. 
 
4. Review the signs of stress reaction …… 
 
 
Physical Emotional Cognitive Behavioural 
nausea fear confusion withdrawal 
vomiting guilt nightmares restlessness 
dizziness panic hypervigilance Loss of appetite 
weakness anxiety Poor concentration insomnia 
palpitations irritability forgetfulness Increased appetite 
Sweating grief disorientation Increased sleep 
Difficulty 
breathing 
anger Intrusive images Changes in activity 
Chest pain Loss of control suspiciousness Increased alcohol 
use 
Feeling as if you 
are experiencing 
the same things 
again 
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5. Review the things that may help her deal with the signs of a stress reaction should 
they occur. 
• Physical exercise alternated with rest 
• Relaxation exercises 
• Listening to music 
• Eating well balanced, nourishing meals 
• Keeping busy: structure your time 
• Be aware that numbing the pain with alcohol /drugs will complicate things 
• Allowing yourself to feel rotten, and sharing your feelings with others 
• Keeping a journal 
• Talking to people: talk is the most healing medicine 
• Reaching out to others and spending time with them 
 
6. Ensure that she has someone with whom she can talk about her experiences 
(family members, friends or professionals, including agency staff).  
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APPENDIX M 
Assessment of Risk for Suicide 
 
 
Assessment 
Factor 
 
 
Low Risk  
(1 point) 
 
Moderate Risk  
(2 points) 
 
High Risk 
(3 points) 
 
Suicidal ideation 
 
No current thoughts  
 
Intermittent or fleeing thoughts  
 
Constant suicide thoughts  
    
Prior suicide 
attempts  
None  Past attempts – 
low lethality   
Past attempts – 
high lethality  
    
Suicide plan  No plan  Has plan but no access to 
planned method  
Has thought out plan with 
access or potential access 
to method 
Lethality of plan  Low: superficial 
scratching  
Moderate:  
swallowing 20+ aspirin, 
reckless driving  
High:  
hanging; gun; jumping; 
carbon monoxide; gas 
 
Intention to Act 
 
None (for the future) Soon if situation deteriorates Immediately 
    
Has a counselor  Seeing one, aware of 
suicide ideas  
Seeing counselor, not aware of 
suicide ideas  
Not seeing one 
    
Support system Several friends, 
coworkers and 
relatives  available 
One or two friends, coworkers 
and relatives available 
None available 
    
Substance Use 
 
None Hx of substance abuse Active use 
    
 
 
Scoring Directions:  
Assess each factor. Circle one best description for each factor. 
Assign the points and add to calculate the score.   
 
Scoring Key:  
 8-11 = low risk - no precautions 
12-17 = moderate risk  
18 or above = high risk 
 
  
 
Total Score  ___________________ 
Risk _________________________ 
Signature __________________ 
Date and time  _________________ 
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